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This is a report on a four and one- ha If year study of 
adolescent health, based on data collected through personal 
interviews with and medical examinations of 752 youth, 12-17 years of 
age, in a representative cross section of households in Harlem. 
Almost all %fere black and. this report focuses on them alone. On the 
assumption that many health needs among adolescents in Harlem are not 
being met, and that innovations in providing care will be required to 
meet those needs, the three major <Ajectives in this study were: (1) 
to assess the physical and emotional health status of adolescents in 
Harlem; (2) to determine their utilisation of available health care 
services and their needs for medical care; and, (3) to make 
recommendations for more effective provision of health services. 
Personal interviews were conducted in the adolescents* homes by 
specially trained survey interviewers who were matched to their 
respondents for both sex and ethnicity. The interviews dealt at 
length with adolescents* current health status — physical and 
emotional; utilization of medical. and dental services; pers<»ial 
health practices: and attitudes toward health and toward the medical 
care they had received. All young people %^o %fere interviewed were 
offered a free comprehensive medical examination. ["Appendix E** may 
not be legible in MF or HC reproduction due to size of the print. 1 
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Chapter I 
The Report in Brief 



This is a report on a four and one-half year study of 
adolescent health, based on data collected through personal 
inverviews with and medical examinations of 752 youths* 
12-17 years of age,. in a representative cross section of 
households in Harlem. Almost all were black and this 
report focuses on them alone. Although the study addressed 
itself to adolescents in one urban arca» some of their health 
problems, health behavior, and needs for medical care are 
likely to be shared by other young people. 

What distinguishes the study is that (a) it was based 
on a cross section of adolescents living at home — not hospital 
patients: (b) it dealt with a broad array of health matters: (c) it 
used a variety of research techniques — e.g.. personal inter- 
views and medical examinations: and (d) it provided a 
service — a free medical examination with referrals for 
follow-up care. It is hoped that findings from this study will 
be useful to those responsible for improving the delivery of 
health services to adolescents. 

Background and Objectives of the Study 

There is growing concern about certain health 
problems presented by adolescents — such as drug abuse — 
and with means for dealing with those problems. However, 
information is lacking on their general health status, behav- 
ior and attitudes, and medical care needs. Particularly 
lacking is information about young people from a commu- 
nity such as Harlem, where many live in poverty. Data on 
children and youth from national surveys show significant 
class and ethnic differences in access to health services, e.g.. 
in visits to physicians and dentists, and health insurance 
coverage, with black youths at a distinct disadvantage. But 
how does this apply to young black people in one urban 
community? 

On the assumption that many health needs among 
adolescents in Harlem are not being met. and that innova- 
tions in providing care will be required to meet those needs, 
the three major objectives in this study were (1 ) to assess the 
physical and emotional health status of adolescents in 
Harlem; (2) to determine their utilization of available health 
care services and their needs for medical care; and (3) to 
make recommendations for more effective provision of 
health services to them. The issue may be put briefly as one 
of finding ways to get health services to adolescents and ad- 
olescents to health services. 

Procedures 

A sample of young people 12-17 years of age was 
drawn from a larger community household health survey 
conducted by Harlem HospitaFs Department of Patient 
Care and Program Evaluation as part of its affiliation with 
Columbia University. Over a period of two years (1968-70). 
and after obtaining parental consent, personal interviews 
were completed with 752 adolescents in Central Harlem, or 
83 per cent of those assigned; medical examinations were 
completed with 556 youngsters, or 74 per cent of those who 



were interviewed; information about school performance 
was abstracted from nearly 600 school records. 

Personal interviews were conducted in the adoles- 
cents' homes by specially trained survey interviewers who 
were matched to their respondents for both sex and eth- 
nicity. The interviews dealt at length with adolescents' cur- 
rent health status — physical and emotional; utilization of 
medical and dental services; personal health practices: and 
attitudes toward health and toward the medical care they had 
received. All young people who were interviewed were of- 
fered a free, comprehensive medical examination that was 
designed and conducted especially for this project in space 
provided by the Ambulatory Care Service at Harlem Hospi- 
tal. Examination sessions usually were held one afternoon a 
week after clinic hours and were staffed by specially 
recruited physicians, nurses, and other health workers on the 
staff at Harlem Hospital. The medical examination incluiled 
a complete physical check by a physician, an examination of 
teeth and mouth by a dentist, tests of blood pressure and visu- 
al acuity, a chest X-ray. a skin test for tuberculosis, blood 
tests, urinalysis, and measurements of growth and develop- 
ment. 

In addition, information was abstracted from school 
records concerning days absent, school marks, special 
disabilities, and standard reading achievement test scores — 
to provide the basis for an analysis of the relationship be- 
tween health problems and school achievement. 

The Sample 

Nearly 90 per cent of the sample were black, the 
remainder from Spanish-speaking families. Adolescents 12- 
15 years old were represented in both years of the study; 16- 
17 year olds were included in just the second study year. 
The emphasis in this report is on the 542 black youths 12- 
1 5 years old, since their numbers are large enough for reli- 
able statistics regarding their health problems and health be- 
havior. The smaller group of 16-17 year old black youth, 
with a larger sampling error, is analyzed separately for age 
gradients in health problems and needs for care. 

In the group of 12-15 year olds, boys outnumbered 
girls in the ratio of 55 to 45. They were more often younger 
(12-13) than older (14-15). in the same ratio. Nearly half of 
the households in Central Harlem in which they lived were 
on welfare; a similar proportion were without an older male 
or male head. Their households were predominantly Protes- 
tant in religion. More than three-quarters of the youths 
were born in New York City and nearly the same propor- 
tion had mothers who were born in the South. On the 
average, five or six people were living in each household. 

Participation in Examination 

The rate of participation in medical examinations 
was high, especially among the 12-15 year old youths: 78 
per cent of those interviewed appeared for examination. 
Both boys and girls showed a drop in participation rate by 
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ages 16*17. The decline was sharper and appeared earlier 
among boys, decreasing from 83 per cent at age 12 to 48 
percent at age 17. Among girls, the rate of participation was 
79 per cent at age 1 2 and 61 per cent at age 1 7. There were 
no notable socio-economic differences between those inter- 
viewed and those examined. The high rates of participation 
achieved in this study are important both methodologically 
and substantively. Data are more representative when fewer 
cases are lost. In addition, high participation rates suggest 
that adolescents and their parents in .this community are in- 
terested in health and in using health services. 

Such rates also indicate what careful planning can 
achieve in gaining youngsters' participation. Important here 
was the signed parental consent obtained in the home 
before the examination. This eliminated the need for 
parents to accompany their children to the examination. A 
consideration of paramount importance was allowing for 
flexibility in scheduling and rescheduling youngsters* exam- 
ination appointments. 



Health Status 

More dental problems were noted than any other 
kind of health problem and they are treated separately in this 
report. Apart from the dental, the health problems that 
Harlem youngsters reported most frequently in their inter- 
views were: trouble seeing, frequent colds, repeated head- 



aches, nervous or emotional problems, stomach pains, skin 
problems, and pains in legs and/or arms — in that order. 
Girls reported more health problems than boys. Among 
those given medical examinations, the conditions observed 
most frequently were vision and eye disorders, skin 
problems, and nervous and emotional problems — in that 
order. Again, somewhat more girls than boys were consid- 
ered by physicians to have significant health problems. 
There was high correspondence between what adolescents 
reported about their own health and what physicians ob- 
served upon examining them. Exceptions were subjective 
conditions, e.g., headaches, which were more likely to be 
reported in interviews, and conditions that can be determined 
only by medical tests and professional diagnosis, e.g., heart 
and blood pressure problems, which were more likely to have 
been observed by physicians. This is shown in Table I-l. 
which summarizes the major non-dental health problems 
reported in interviews and observed in the medical examina- 
tions. 

Detailed reports were obtained about some of these 
problems during personal interviews. Almost one in five 
reported some trouble seeing the blackboard in school; 
better than one in three had eyeglasses and more than half 
of those with eyeglasses indicated that they do not wear 
them as much as they are supposed to. The result of visual 
acuity testing at the medical examination indicated that one- 
quarter of the adolescents were functioning with distance 
acuity of 20/30 or worse. 



Table M — Major Health Problems (In Order of Frequency)* 



Black Youth 12*15 Year$ 



Rtport«d In inttrvitwtt 



1. Troubto S09ing: reported by one In four; girls 
more than boys. 

2. FrequBnt colds: reported by one in five; girls 
more than boys. 

3. RepeatBd headachBs: reported by nearly one h 
five; no sex difference. 

4. Nervous or emotional problems: reported by one 
in six; girts more than boys. 

5. Stomactt pains: reported by one in six; girts more 
than boys. 

6. Skin problems: reported by one in seven; girls 
four times as often as boys. 

7. Pains In legs andlor arms: reported by one in 
seven; no sex difference. 

8. Speecti problems: reported by one in eight; no 
sex difference. 

9. Repeated sore ttiroats: reported by one in eight; 
girls more than boys. 

10. Repeated nose bleeds: reported by one in ten; no 
sex difference. 

11. Long-lesting cough: reported by one In ten; no 
sex difference. 

12. Astttma or wheezing: reported by one in ten; no 
sex difference. 

13. Vomiting: reported by one in ten; girls more than 
boys. 



Observed In Examinatlonst 



1. Vision and eye problems: observed in one in five; 
no sex difference. 

2. Upper respiratory tract disorders: observed in 
one in six; no sex difference. 

3. Heart or blood pressure problems: observed in 
one in six; no sex difference. 

4. Skin and complexion problems: observed among 
ten per cent; girls twice as often as boys. 

5. Nervous and emotional problems: observed in 
one In twelve; girls more than boys. 

6. Nutritional problems, chiefly obesity: observed in 
seven per cent; no sex difference. 

7. Neuromuscular or musculoskeletal disorders: 
observed among seven per cent; no sex 
difference. 

8. Lung and bronchial disorders: observed among 
five per cent; no sex difference. 

9. Blood problems, chiefly anemia: observed in four 
per cent; girls twice as often as boys. 

10. Urinary problems: observed In four per cent; girls 
three times as often as boys. 

11. Speech problems: observed in three per cent; no 
sex difference. 



' Dental problems S'e not included here. 

t Refers lo period of one year prior to interview. Since oirls reported more problems than did boys, they tend to exceed boys on any t 

condition. Listed here ere health problems reported in their interviews by at least 10 per cent of the black youth 12-15 years of ege 
t Health problems physicians noted for at ieast three per cent of the examined 12-15 year olds. 
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When asked whether they have a "mental or emo- 
tionaP* problem, one in six replied affirmatively. (The medi- 
cal examination did not include psychiatric tests.) 

Regarding growth and development, approximately 
one-third were observed at the medical examination to be 
either underweight or overweight. The interviews revealed 
considerable concern on the part of both boys and girls 
about their height and weight. 

There was close correspondence between the 
average height reported in interviews and measurements 
taken at the medical examination: the average height 
reported by 1 2-1 5 year olds during interviews was 64 inches 
for boys and 62 inches for girls; the medical examination 
showed boys with an average height of 63 inches and girls 
62 inches. Reported and observed average weights were also 
similar by their own reports, boys weighed 117 pounds on 
the average and girls 1 18 pounds; when weighed at exami- 
nation, boys averaged 1 1 5 pounds and girls 1 1 8 pounds. 

General health status was appraised in several ways. 
In the interview, slightly more than one in ten described his 
own health as "fair" or "poor**; one-third considered their 
health "very good," and better than half "pretty good.** 

Among those examined by physicians, approxi- 
mately one-third were observed to have at least two signifi- 
cant health problems (i.e., significant deviations from what 
physicians considered normal}; a similar proportion were 
observed to be free of any problem. 

One in six of all 12-15 year olds reported missing 
more than two weeks of school because of illness during the 
previous school year, with a mean number of seven days lost 
(a figure which is somewhat higher than thai reported for a 
national sample of all American children 6*16 years of age in 
1968). 

Conceptions of Hiiltb and Heiltb Bihivior 

High rates of participation in the interviews and ex- 
aminations suggest a substantial degree of interest in health 
on the part of young people in Harlem. Information ob- 
tained during personal interviews about their perceptions of 
health problems, conceptions of health, and their own 
health practices leads to the same conclusion. As for adoles- 
cent perceptions of the major health problems confronting 
them and their contemporaries, drug abuse, cigarette smok- 
ing, drinking, and unsanitary living conditions (in that 
order) were seen as most threatening. The first of these, drug 
abuse, was mentioned as a public health problem by approxi- 
mately half of all 12-15 year olds. 

Questioned about what contributes to good health 
and what they do to maintain their health, 12-15 year olds 
most often thought about physical activity and exercise. 
Underlying many of their replies was a conception of health 
in terms of bodily appearance, including physical strength 
and weight. There was also considerable awareness of the im- 
portance of diet, cleanliness, and sleep as contributing to 
good health. 

Replies in the personal interview showed that nine 
in ten believed that being healthy was mainly a matter of 
"looking after yourself*. At the same time, there was a feel- 
ing of fatalism regarding illness: three-quarters believed that, 
no matter what, a person could expect a lot of illness in his 
lifetime; more than half felt that there was not much a person 
could do to keep from getting sick. 
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Approximately one-sixth of all 12-15 year olds in 
the sample smoked cigarettes, although only five per cent 
were smoking as much as half a pack daily. (The 16-17 year 
old youths smoked more: more than half smoked cigarettes, 
and over one-fifth of these were smoking at least half a pack 
daily; the 16-17 year old girls were more likely to smoke 
than the boys, but, among the smokers, boys smoked more 
cigarettes than girls.) Less than one-sixth of the 12-15 year 
olds had ever drunk alcoholic beverages. (Among the 16-17 
year olds the proportion was approximately one-half — boys 
considerably more than girls.) 

With regard to eating, four in ten thought they ate 
too much; one in ten not enough. Half of the girls and 
about a third of the boys reported that they ate more in 
snacks than in meals. Six in seven adolescents reported that 
they drank at least some milk daily. Consumption of soft 
drinks was slightly lower. More tea was drunk than coffee. 
As to sleeping habits, 1 2-15 year old youngsters reported an 
average of nine hours sleep on a weekday night. 

MidicilCariUtiliziUon 

Data regarding the medical care that youngsters in 
Harlem receive were obtained from the personal interviews. 
Seventy per cent of the 12-1 5 year olds said they had visited 
a physician at least once during the year prior to the inter- 
view. They recalled a mean number of 3.1 doctor visits over 
the year (a slightly higher rate than the 2.8 doctor visits per 
year that parents reported for white children 5-14 years of 
age, nationally, and much higher than that reported for 
nonwhite children). Consistent with their greater number of 
health problems, girls reported more doctor visits than 
boys. One-fourth of the Harlem sample indicated that they 
had a private physician; two-thirds that they had some usual 
source of care; Harlem Hospital was reported as the usual 
source of medical care by one-fifth; six in ten had used 
clinic services there at least once. 

Despite what appears to be a relatively high volume 
of physician visits, many adolescents reported health 
problems about which they had not seen a doctor. The like- 
lihood of having seen a physician varied widely according 
to the condition being reported, from four-fifths of the 
youngsters reporting asthma or wheezing to 28 per cent of 
those who reported headaches, and 1 5 per cent of those who 
felt they had a speech problem. Comparing the frequency of 
reported conditions with the numbers who said they had 
seen a physician about those conditions, the major un- 
treated problems were headaches, skin problems, speech 
problems, repeated sore throats, chest pains and other respi- 
ratory problems, repeated nosebleeds, digestive problems, 
musculoskeletal disorders, neuromuscular disorders, and 
trouble hearing — in that order. 

Most youngsters had a favorable impression of the 
care they had received, whatever the source. Their general 
opinion regarding physicians was also positive. Youngsters 
preferred physicians of their own sex. Only one-fourth of 
the 12-15 year olds indicated a preference for physicians 
who specialize in the treatment of teen-agers; they were 
more likely to prefer a physician who treats the entire fami- 
ly. Nearly two-thirds said they preferred to see a physician 
in a private office — considerably more than the proportion 
who actually had access to such care. The reasons most 
often given were the absence of waiting time, increased 
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privacy, and being able to spend more time with the 
physician. 

Youngsters reported favorable reactions to the med* 
ical examination provided them as part of this project. Ex- 
amining physicians were perceived as friendly and kind; 
they explained things, answered questions, and did not rush; 
and they took a personal interest in the young person and 
his problems. Examined youngsters also liked the nurses — 
particularly their friendliness, kindness, and consideration. 
Least liked in the examination was having a blood test or a 
needle (a third of the youth mentioned that) and the dental 
examination, which about 10 per cent said they did not like. 

Needs for MedicH Care 

An assessment of unmet needs for medical care 
among youngsters in this community comes from the medi- 
cal examinations, based on the numbers of problems 
physicians referred for care: half the adolescents had at least 
one medical problem for which the examining physician 
made a referral; one-fifth had at least two conditions for 
which they were so referred. The major conditions which 
required referral for follow-up care were vision problems (I 
in 5 of the examined youths)* heart or blood pressure 
problems (1 in 7). respiratory disorders (1- in 12). nervous and 
emotional problems (I in 1 2). and skin problems (1 in 20)/ 

The need for medical services can also be seen by 
comparing the ratio of medical problems already being 
cared for to those referred for treatment. For each medical 
problem that a physician observed which was already under 
treatment, there vere eight medical problems that required 
referral. 

Among the 556 youngsters examined at Harlem 
Hospital, a total of 372 referrals were made by the ex- 
amining physicians (some youngsters were referred for 
more than one condition) and of this number. 337 referrals 
were made to services at Harlem Hospital itself. However* 
only 40 per cent of the appointments for follow-up care 
were actually kept. 

The Older Adolescent 

Health problems and needs for health care increased 
with age during adolescence. Both self-reports and 
physicians* findings at the examination revealed more 
health problems among 16-17 year old adolescents than 
among younger adolescents and more among older girls than 
older boys. Girls 16-17 years old also needed the most 
referrals for care. 

Sex Differences 

Girls have more health problems, according to both 
their own reports and physicians* observations. Although 
they reported more physician visits, they still had more 
unmet needs for medical care than boys. 

There was no sizeable difference between boys and 
girls in general attitudes toward health care, their percep- 
tions of providers of medical care, or thfcir reactions to the 
medical examination. 

Dentil Problems and Dentil Cire 

Dental problems and needs for dental care were by 
far the most prevalent of all health problems presented by 
young people in this studv. Among those examined at 



Harlem Hospital, almost two-thirds were given only a "fair** 
or "poor** rating in oral health. Almost nine in ten were 
given dental referrals for at least one condition, six in ten 
for at least two conditions, four in ten for at least three con- 
ditions, and more than one in ten were given referrals for as 
many as four different dental conditions. In order of 
frequency, the conditions requiring referrals were decay 
(among 8 in 10). oral hygiene (among more than half), gin- 
givitis or periodontal disease (among 4 in 10) and 
malocclusion (among I in 4). 

In certain respects, adolescent utilization of dental 
service:* was poorer than that of medical services. One-third 
of the 1 2-1 5 year olds reported a visit to a dentist within six 
months prior ;o the interview; somewhat more than half 
had visited a dentist within one year prior to the interview. 
As to frequency of visits, two-thirds reported that they gen- 
erally visited a dentist at least once a year, tour in ten said 
they usually saw a dentist twice a year, and seven per cent 
reported that they had never seen a dentist. Nearly two in 
five reported having a private dentist; approximately one- 
third said they had no usual place for' dental care. 

When questioned directly about their tooth care 
practices* better than nine in ten said they brushed their teeth 
at least once a day; half at least twice a day; and five per 
cent said they did not brush their teeth daily. In response to 
questions directed ^t perceptions of dental services* adoles- 
cents associated pain with dental care. 

Differences between older and younger adolescents 
in the prevalence of dental problems were contrary to what 
was observed for medical problems — younger adolescents 
had more dental problems than older adolescents. Dental 
problems peaked in early adolescence. 

Among 12-15 year olds* boys* dental problems ex- 
ceeded girls*; but among 16-17 year olds* girls had more 
dental problems than boys. 

Some Implicitions 

These and other findings from the study— details of 
which appear in the chapters that follow — have numerous 
implications for the delivery of health care to adolescents. 
First, the cooperation which young people in Harlem 
showed, particularly in the medical examination phase of 
the project, demonstrates their motivation as well as that of 
their families to get medical care. The fact that younger ad- 
olescents were considerably more likely to appear for the 
examination than older adolescents, although the latter 
when they did appear presented more health problems, sug- 
gests that special efforts should be made to reach young 
people early in adolescence. Second* comprehensive health 
services are neeeded to deal with the variety and multiplic- 
ity of health problems which adolescents present. Third* the 
delivery of dental services, in particular* needs to be restruc- 
tured to deal with problems which are so pervasive in the 
early years of adolescence. 

While Harlem may or may not be typical of other 
places, we hope that the methods and the findings of this 
research will encourage similar kinds of studies to be made of 
adolescents and their health in other communities. The 
number and kinds of untreated health problems reported and 
observed in this study point to the need for increased adoles- 
cent health services. As these become available, studies such 
as this can be useful as a base against which changes in physi-' 
cal. emotional, and social aspects of health can be measured. 
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Chapter II 
Background and Objectives 



TheProMtm 

The major assumptions underlying this study were 
that adolescents in Harlem have numerous unmet needs for 
health care and that innovations in the deliver)^ of care may 
be necessary if those needs are to be met effectively. A 
related assumption is that, in any community, deficiencies in 
health and medical care adversely affect youthful achieve* 
mcnt during school years and afterwards. 

Before describing the specific objectives and 
procedures of the study and presenting detailed findings, it 
is appropriate to review the problem to which it is 
addressed in the light of what is known about adolescent 
health in general (not ver>' much) and the health of black 
children and youth in particular (even less). 

Growing interest in the health and medical care of 
adolescents — here defined as the 12-17 year age group— 
reflects a number of factors. First, there are many of them. 
In 1970. there were approximately 24 million in this age 
group, or well over 10 per cent of the total U.S. population. 
More important, their social status has changed signifi- 
cantly with prolonged education, delayed entry into the 
labor market, congregation in age-graded 'communities" 
based in schools, colleges, or even on the streets, and the 
emergence of their own 'sub-culture" and life styles. 

TraditionriHy. pediatric care (at least in hospitals) 
drops youngsters at age 12. after which presumably they 
pass into the network of health services lor adults. But 
since they are not yet adults and present some serious health 
problems which may require special attention preci.sely 
because of their ambiguous social status— e.g.. drug abuse, 
psychiatric problems, venereal disease, pregnancies, ac- 
cidents, suicide — there has been some justification for the at- 
t'*mpt to separate adolescents from child and from adult 
health services. Hence the emergence of a suh-specialt> in ad- 
olescent medicine (or "ephebiatrics" as it has been called), 
the establishment of both inpatient and outpatient adolescent 
units in hiKpitalsand health centers, and even the rise of a So- 
ciety for Adolescent Medicine (Gallagher. 1966: Garell. 
196.S: Pediatric Clinics of North America. 1960; Schmidt. 
1962: Simons and Downs. 1968). 

The rationale underlying this development has been 
provided! by the report of a World Health Organization Ex- 
pert Committee on Health Problems of Adolescence: "The 
illnesses of members of this age-group have received consid- 
erable medical attention for many years in many countries, 
but physicians as a whole have not given adolescents the 
care that they have given to children and adults. Medical 
students and physicians have been taught less about adoles- 
cents than about other agc-groups. less research has been 
carried out on their disorders and fewer facilities have been 
provided for their care. Yet the future effectiveness of these 
young people depends in no small part on the care given 
them during the formative years of adolescence" (World 
Health Organization. 1965). 

In recent years in the United States, this movement 



has led to the organization of so-called "anti-establishment" 
clinics for adolescents and youth, which are presumably 
more compatible with their life styles, and to legislative ef- 
forts to lower the age at which youngsters can obtain medi- 
cal care without parental consent (Minkowski ct al.. 1971; 
Smith. 1968. 1969; Pilpel and Wechsler. 1971). As yet. 
however, health services for adolescents in the United States 
are fragmented and reach relatively few of those age- 
eligible, let alone disadvantaged youth (Mayer. 1971 ). 

RtlattdRtttarcil 

Research bearing directly or indirectly on adoles- 
cent health and medical care needs falls into a number of 
categories. One body of work deals with what adolescents 
themselves report or. more often, what adults report for 
ihcm about their health. A second source consists of data 
from health examination surveys. Another body of research 
deals wi.h adolescent patients and with what physicians and 
other health professionals have observed in special popula- 
tions of adolescents. Still another kind of research has 
addres\»:d itself to specific health problems of youth, such as^ 
mental illness, drug use. suicide, accidents, pregnancy, and 
venereal disease. Some attention has also been given to the 
health care facilities which are or should be available to ad- 
olescents. Finally — and most pertinent — there are studies of 
class and ethnic differences in health status, health behav- 
ior, the utilization of health services, and the delivery of 
mcnJical care. 

There have been relatively few sample surveys in 
which adolescents themselves were asked to report on their 
own health. The reports issued by the National Center for 
Health Statistics from its Health Interview Survey (with re- 
spondents who are at least 17 years of age) present data 
separately for the 5-14 and the 15-24 year age groups, thus 
combining children and younger adolescents in one group 
and older adolescents and young adults in another (National 
Center for Health Statistics. 1970a. 1971a). The Health Ex- 
amination Survey of 12-17 year olds also included self-ad- 
ministered questionnaires on health behavior: howt»ver. as 
yet no findings have been reported (National Center for 
Health Statistics. 1969). 

When information becomes available from the Na- 
tional Center for Health Statistics* Health Examination 
Survey of 1 2-17 >ear olds, for the first time there will be na- 
tional data on the phy^-ical state and "verbal, perceptual, 
and social skills" of a national sample of adolescents. This 
survey provided a partial model for what was undertaken in 
the medical examination of adolescents in Harlem. Other 
investigations of adolescent health which rely on the exami- 
nation technique have usually been based on selective 
rather than on representative populations. 

An earlier study by colleagues at the Columbia Uni- 
versity Schivl of Public Health was based on secondary anal- 
ysis of data from a city-wide sample survey of patients 
visiting the outpatient depai:ments of aH 15 New York City 
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niuntct|>al hospitals in 1964-65. Apart from pregnancies, the 
major health problems presented by the young people in this 
Mtrvey were dental problems, injuries and accidents, skin 
disorders, vision problems, and nutritional problems (Simons 
and Downs* 1968). 

Other studies in the field of adolescent health have 
also been based either on observations of youngsters 
receiving treatment from private physicians or in hospitals 
(Deisher and Mills. 1963; Gallagher, 1966; GarelK 1965; 
Nolte. 1965; Pediatric Clinics of North America, I960; 
Schmidt, 1962; Sklar and Downs. 1966). This, of course, 
leaves out the presumably larger numbers who have not 
been treated. Such studies have been unrepresentative in 
other ways with regard to the populations studied — for ex- 
ample, reports on the health status of young men found 
medically unqualified for military service* which of course 
excludes young women (Adolf* 1964; President's Task 
Force on Manpower Conservation* 1964; Vandow et al., 
1967); studies dealing with high school students (Rogers 
and Reese* 1964); or reports on the health status of youth in 
job-training programs* who are not likely to be represent* 
ative of their communities (Eisner et al.* 1966; Salisbury 
and Berg* 1969). 

Regarding specific health problems of adolescents 
and youth* as noted* there is a considerable epidemiological 
literature on the incidence and prevalence of such problems 
as suicides* drug abuse, psychiatric disorders, venereal 
disease* out-of-wedlock pregnancies, accidents* etc. Howev- 
er* the methods of data collection and the age groups stud- 
ied var>' so widely that it is difficult, if not impossible, to 
generalize from them. To take just one example* it is widely 
believed that drug abuse ii» the number one health problem 
of youngsters in black communities. And yet* so far as we 
know, there are no reliable data available on the 
prevalence of drug abuse in any one such community, let 
alone the nation as a whole. Nevertheless* it is concern 
about just such problems as these which has stimulated in- 
terest in adolescent health and improving the delivery of 
medical care to adolescents. 

Relatively little is known* however, about the health 
care facilities which are available to adolescents in the Unit- 
ed States. Earlier attempts to survey those facilities, either 
in one city (Simons and Downs. 1968) or nationwide 
(Garell. 1965)* could not have anticipated either the chang- 
ing legal status of young people seeking medical care or cer- 
tain innovations in the delivery of that care which have 
taken place in recent years and to which we have referred 
earlier. 

So much for research on adolescent health in gener- 
al. This study addressed itself to the health status and medi- 
cal care n^-eds of black adolescents in a single community. 
Relevant to this research are studies dealing with the health 
status of young blacks and the medical care available to 
them. What is known? The initial assumption was that 
young people in Harlem present many unmet health care 
needs. But it does not necessarily follow that their health 
status is inferior to that of whites. To be sun?, a number 
of health indicators show a white advantage. Thus, there is 
evidence of higher black rates for a number of communica- 
ble, inherited, and chronic conditions. c.g.. tuberculosis, 
sickle-cell anemia* and hypertensive heart disease (Pet- 
tigrew. 1964). So. too. there are significant differences in 
life expectancy between whites and blacks and not just at 



binh: at each year between ages 12 and 17 the expectation 
of life in 1968 was approximately six years higher for white 
than for nonwhite males in the United States (National 
Center for Health Statistics, 1971c). However* there are 
other indicators which produce a picture of black advantage 
over whites (Conicly* 1970). 

Data are lacking— national or local— on the heakh 
of youngsters in the 12-17 year age group which would 
make it possible to compare the health status of Sind medical 
care received in different socio-economic and ethnic 
groups. As noted earlier, the reports issued by the National 
Center for Health Statistics from its Health Interview 
Surve>* present findings for differently defined age groups. 
Moreover* data from these studies show some inconsist- 
encies as regards socio-economic and ethnic differences in 
health status and medical care. There are few differences 
between income or ethni<^ groups in the number of days lost 
from school because of illness and injury — a major func* 
tional indicator of child, en *s health — among 6-16 year olds. 
On the omer hand* there are substantial differences between 
white and nonwhite children this age regarding the number 
of physician and dentist visits per year and hospital insur- 
ance coverage. Nonwhite children are significantly less 
likely to have visited a doctor or dentist within a given 
period and are also less likely to be covered by hospital in* 
surance (National Center for Health Statistics. 1 97 1 a). 

Do poor people in general and nonwhites in particu* 
lar tend to under-utiliste health care services? A number 
of investigators have argued that this is the case and that 
such behavior is related to a "culture** of poverty (and lack 
of future-orientation) which is incompatible with modern 
medicine oi with preventive health behavior (Rosenstock* 
1969). The evidence by no means suggests that poor 
people in our society are more negligent in this respect than 
the abluent. Relevant here are reports on cooperation in. 
and attitudes toward* health examination surveys. In Cycle 
1 of the U.S. Health Examination Survey of adults, the par* 
ticipation rate for all eligible persons was 86.5 per cent* sub* 
s^antially higher than rates reported in earlier studies. This 
may have been due partly to the novelty of the methods 
used in the survey and to the fact that examinees were 
transported to the examination sites by survey personnel. 
Particularly worth noting is that cooperation was higher 
among nonwhites than among whites and higher among 
young adults than among the elderly; however, there was 
only slight variation by family income (National Center for 
Health Statistics. 1964) Even higher participation rates 
were achieved in Cycle 11 of the U.S. Health Examination 
Survey of children 6-1 1 years of age. In that survey (which 
was conducted during school hours by special arrange- 
ment), an overall response rate of 96 per cent yvas achieved, 
with nonwhites again cooperating more than whites, boys 
slightly more than girls, and children in the lowest income 
group showing the highest cooperation rate i National Center 
for Health Statistics. 1967). 

No 1^ important than heaUh behavior — as ex- 
emplified by differential rates of cooperation in health ex- 
amination surveys — is the structure of ghetto medicine. 
i.e.. the mismatch between the needs of poor blacks and the 
health services available to them in their communities and 
the auitudes of health professionals toward the poor 
(Norman. 1969). But what is known about health care in 
such communities has little to do directly with adolescents. 
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In short, although there is growing interest in ado- 
lescent health and health care, there is as yet little informa- 
tion available on a nationwide or other representative basis 
regarding the age group to which this study addressed itself, 
let alone data on black youth. Nor is much known about the 
most effecti* /ays of delivering needed health care to 
urban bla ^outh — i.e.. should it be age -segregated as 
the movement for adolescent medicine suggests, or in- 
tegrated with comprehensive care for v hole families? The 
study reported here is therefore unique .r: recusing on the 
health problems of a cross section of adolescents in an 
urban community as well as in the kind of community with 
which it deals; it is also unusual, we believe, in addressing 
itself to the problem of how best to deliver preventive care 
in such a community. 



Objectives 

The objectives of this study in Harlem were; 

• to determine the health status of a cross section 
of adolescents in the community; 

• to assess their needs for health care — met and 
unmet: 

• to make recommendations concerning improve- 
ment in the delivery of health care for young- 
sters in this age group. 

The findings presented in subsequent chapters of this report 
are addressed to each of these objectives. 

The selection of Harlem as the site for this project 
needs little justification. Its social problems are fairly well- 
known: high rates of unemployment and dependency, juve- 
nile delinquency, drug abuse, premature births, deteriorated 
housing, etc. In such a community — and more precisely 
that part of it known as Central Harlem, which is almost en- 
tirely black — it seemed reasonable to assume that young 
people (as well as children and adults) present many unmet 
needs for health care.^ Furthermore, while the youth of 
Harlem had been studied before, as in HARYOU-ACT's 
1965 survev' of adolescent social values and behavior, there 
had been no overall assessment of their health. 

In the mid-1960*s an unusual opportunity presented 
itself to study adolescent health in Harlem. Under the con- 
tractual program of affiliation worKcd out between the New 
York City municipal hospital system and medical schools in 
the city. Columbia University — i.e.. its medical center — 
became affiliated with Harlem Hospital, a municipal insti- 
tution and the major provider of hospital care in that com- 
munity. Part of the affiliation contract called for an evalua- 
tion of health care needs and patient care in Harlem to be 
undertaken by the School of Public Health, including a con- 



tinuing household sample survey of the community's health, 
which has to date accumulated 9.000 inter\'icws with 
Harlem residents and obtained from them information 
about 23.000 residents. 

The original plan for the adolescent health study 
was to draw on this community population survey over a 
period of several years and conduct personal interviews 
with a subsample of approximately 2.000 young people 12- 
17 years of age living in these households; comprehensive 
medical examinations would also be offered to all young- 
sters in the sample whose parents gave their consent. 
Procedures for interviewing and examining youngsters had 
been pretested during 1967 in a smaller sample survey of 
adolescent health in Washington Heights, an ethnically 
mixed community adjacent to Harlem (Brunswick. 1969). 

But certain modifications in the original Mudy 
design needed to be made. First, because of an organized 
protest during the initial stages of the study, certain areas of 
questioning were omitted, i.e.. those dealing with drug use 
and with violence (Josephson. 1970). Second, this protest 
raised questions as to whether the study could be conducted 
successfully. The original plan for a Mudy of 2.000 adoles- 
cents in all parts of Harlem* was modified to include a 
sample of approximately 750. almost all of them black, liv- 
ing in Central Harlem. 

Other limitations of the project should also be 
noted. The reduction of the sample meant that few young- 
sters of other ethnic groups residing in that part of 
Manhattan served by Harlem Hospital could be included. It 
also meant that 16 and 17 year olds were not included 
during the first year of the study, only in the second: hence 
this report deals largely with a two-year sample of 12-15 
year old black youth in Central Harlem. There is as yet no 
comparable information on youngsters in othet kinds of 
communities — white or black — although in due course, 
when data become available from the Health Examination 
Survey of 12-17 year olds, it will be possible to make some 
comparisons between these Harlem findings and data from 
a nationwide sample of youth. 

Even with these limitations, the findings presented 
in this report are useful as measures of the major health 
problems of urban black youth and e\'en more important, as 
basic to planning ways of providing them with medical care. 
This was no mere academic exercise, but rather a combina- 
tion of research and the delivery of care in a community 
where health problems proliferate. There is already evi- 
dence regarding the impact which poor health has on disad- 
vantaged youngsters' school achievement (Bir^h and 
Gussow. 1970). Much remains to be done if .such obstacles 
are to be removed. The work reported here is intended as a 
contribution to that effort. 
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Chapter III 
Concepts and Procedures 



Research melhods were designed lo meet three 
requiremenis of ihis study: a) lo invesiigaie many different 
dimensions of adolescent health; b) to do this in a nonpa- 
tient cro';s section of adolescents: and c) to provide a service 
in addition to collecting systematic information about ado- 
lescent health. To meet these requirements with due consid- 
eration for reliability and validity of measurement, a combi- 
• nation of techniques was employed: a personal interview, a 
medical examination (with referrals for treatment where 
needed — the service component), and an abstract of official 
sc*iool records. 

Conceptualizatioii of Hutth 

Although there are many difficulties in " operation- 
alizing" a broad approach to health such as the World 
Heal»h Organization's, with its statement regarding physi- 
cal, emotional and social ' well-being.'* all three of these 
dimensions have been included among the aspects of adoles- 
cent health studied in Harlem.' More specifically, the focus 
was on current health status, defined to include conditions 
that youngsters reported having during the year prior to 
their interview or at the time of their medical'examinatlon. 
Furthermore, the study was concerned- with both "subjec- 
tive" and "objective" measures of health. Indeed, one of the 
purposes of the study was to evaluate the degree of 
agreement between what adolescents themselves reported 
about their health and the presumably more objective obser- 
vations provided by physicians or available in official 
school records. The match between these different sets of 
data may* of course, var>' among adolescents and according 
to particular health conditions. Finally, an essentially func- 
tional approach to health was selected, taking into consider- 
ation how youngsters feel about their health, the way the>- 
perform, and how. according significant others — such as 
parents, teachers and physicians — they are reported or ob- 
served to be performi*^^. 

Similar cr.isiderations have entered into the assess- 
ment of adolescent needs for health care. Here. too. the 
study .oncerned not only with what conditions 

; livsicians observed as requiring medical care but also with 
what youngsters themselves reported about their utilization 
of available health services ar.d their own perceptions of 
what they needed. To answer questions as to how. when, 
where, and by whom adolescent health services might best 
be delivered in this community, consideration was given 
both to youngsters' general attitudes toward medical care— 
which reflect their prior experiences— and to their reactions 
to the comprehensive medical examination which they ex- 
perienced in the course of this project. 

Relations With the Community 

As noted earlier, opposition to the project in its 
early stages jeopardized its continuation. Consequently, 
careful attention needed »o be given to the involvement of 



community representatives in an ongoing relationship with 
the project. How was this done? In March, 1968, the 
Harlem Health Council (a voluntary body of individuals 
and agency representatives with an interest in health) 
formed an ad hoc advisory committee to alert project staff 
members to health problems of particular interest to the 
community. 

In addition to periodic formal meetings, there have 
been numerous contacts between individual members of the 
advisory committc*? and the project staff over the years. 
Suggestions by ccrnmittee members were incorporated in 
revisions of the personal interview schedule. From the 
outset, this committc*e has been particularly concerned 
about how to implement findings from the study in health 
services for adolescents.^ 

The Personal intenriew 

Personal interviews were conducted with 752 ado- 
lescents in a cross section of households in Central Harlem. 
These interviews averaged an hour and a half and were con- 
ducted by sDccially trained interviewers matched to their re- 
spondents by sex and race.^ A structured and largely 
preceded interview schedule of 1 26 questions was prepared 
especially for this study (Appendix E). A longer version of 
this interview. schedule had been pretested in 1967 with 122 
adolescents of similar age In Washinuton Heiuhts (Brun.s- 
wick. 1969). 

The following areas of questioning were included in 
the personal Interviews with adolescents: 
Physical health , 

a. Salience and awareness of health and health 
problems 

b. Personal health practices, including smoking and 
drinking 

c. Self-rating of health 

d. School absences caused by illness 

e. Limitations on other activities caused by health 
problems 

f. Sensor)' defects 

g. Chronic ailments and conditions 

h. Teeth and dental care 

i. Accidents and injuries 

j. Utilization of medical services, including usual 
source of care, recency and frequency of doctor 
visits (for medical and dental care, separately); 
health checkups; treatment received for specified 
conditions; hospitalizations, with special atten- 
tion to Harlem Hospital 

k. Attitudes and preferences regarding doctors, den- 
tists and nurses 

I. Sleeping patterns 

m. Eating patterns 

Emotional health, 

a. Emotional problems and care received for them 
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b. Psychosomatic symptoms 

c. Fears and worries 

d. Mood and uflcct. including thoughts about death 

e. Self-esteem 

Social health and related matters, 

a. Educational achievement, aspirations and expec* 
tations 

b. Occupational experiences, aspirations and expec* 
tations 

c. Aspirations and expectations regarding marriage 
and child*bearing 

d. Satisfaction with peer relationships 

e. Relations with family (amount of time spent with 
them, punishment, freedom and autonomy) 

f. Leisure time activities 

g. Participation in group and community activities 

h. Time orientation 

t. Other psychosocial attitudes (sense of personal 
efficacy, indicators of alienation) 

Personal characteristics, 

a. Age. seXv ethnicity 

b. Religion and religiosity 

c. Geographic mobility 

d. School and/or work status 

Before a youngster was contacted to participate in 
the study, the interviewer obtained written consent from the 
parent or guardian for the interview, the medical examina- 
tion at Harlem Hospital, and exchange of information with 
school health personnel. A 10 to \'5 minute interview was 
conducted with the parent to obtain his or her report of that 
youngster *s health. Arrangements were then made to inter* 
view the adolescent alone, using the structured interview 
schedule described above. At the conclusion of the adoles* 
cent's interview, the interviewer explained the medical ex* 
amination and made an appointment for him to appear at 
Harlem Hospital. 

Selected data from both the parent and adolescent 
interviews were forwarded to the hospital prior to the ado* 
Icscent s medical examination. 

The Meilical Examination 

Through arrangements with the Ambulatory Care 
Service at Harlem Hospital, free comprehensive medical ex- 
aminations were provided adolescents in the Medical Clinic 
of the Service on given weekdays (usually Monday: 
Wednesday if needed) starting at 4 P.M. after regular clinic 
hours. The examinations were conducted by a team of 
physicians, dentists, nurses, technicians, and other health 
workers representing various services at the Hospital. Ex- 
aminations lasted about three hours. In all. 61 examination 
sessions were held at Harlem Hospital over the two years of 
the study, and 556 adolescents from Central Harlem were 
examined there. An average of eleven youngsters were exam* 
ined at each session. 

The main purpose of these medical examinations 
was to provide an objective picture of adolescents' health 
status and of their general physical development. In accor* 
dance with the service goals of the project, youngsters were 
given reterrals for further care according to their needs. 



The examination included a complete physical 
check by a physician; an examination of teeth and mouth 
by a dentist; recordings of blood pressure; tests of visual 
acuity and color discrimination; a chest X-ray; X-ray of 
wrist to determine bone maturation;^ skin test for 
tuberculosis: blood tests (hematocrit, serology, sickling, 
white blood count); urinalysis; height, weight and skin fold 
measurements; and a medical history taken by a nurse. 
Findings were recorded on a precoded form: one copy went 
into a permanent file on the young person at Harlem Hospi- 
tal and the other was returned to the project*s ofHce for data 
processing arid analysis.^-^ 

The U.S. Health Examination Survey (HES) of 12 
to 17 year olds served as the main prototype for this exami- 
nation. Although an attempt was made to produce some 
results comparable to those of the HES. the examination in 
Harlem did not follow that survey completely.^ 



Information from School Records; The School Record Abstract 

Authorization was sought and obtained from the 
Bureau of Educational Research. New York City Board of 
Education, to contact district Superintendents and school 
principals to obtain permission to copy information from 
individual youngsters* cumulative school records. Informa* 
tion was recorded regarding grade placement, absences, 
marks received over a two-year period, reading achieve- 
ment test scores, and special disabilities and problems. 
School abstracts were completed the year after the inter- 
view, with information referring to the year of interview 
and also the year preceding it.^ 

The Sample 

The sample of adolescents in this study was drawn 
from a representative cross section of households in Central 
Harlem in which adults had been interviewed earlier as part 
of a larger community health survey. In each year of the 
adolescent study, personal interviews were completed with 
S3 per cent of the listed sample, providing a total of 752 inter* 
views. Among 12*1 5 year olds, the interview completion rate 
was 84 per cent: among 16-17 year olds, it was 78 per cent for 
boys and 84 percent for girls. Details regarding the drawing 
of the sample and the representativeness of the completed 
sample are provided in Appendix B. 

The sample of 12-15 year old black youth includes 
bo> s and girls in the ratio of 55 to 45: the ratio of 12-13 year 
olds to 14-15 year olds was similar. (Table III-I ) This reflects 
the distribution of the listed sample rather than differences in 
cooperation. ConsequentK. when looking at the findings for 
the total group of 12-15 year old black youth, it should be 
noted that the> are weighted slightK toward bo\sand toward 
the younger of both sexes.-* All analyses have been con- 
ducted for the total group and also for boys and girls 
separately. 

Other background characteristics of the interviewed 
sample are shown in Table 1 1 1-2. Nearly half of the 12-15 
year old youth were living in households receiving public 
assistance: and half of the families had no older male or 
male head living in the household. On the average, more 
than five people (5.5) lived in each household. The house- 
holds were predominantly Protestant in religion. About 
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three-quarters of the 12-15 year group were bom in New 
York City; nearly the same proportion had mothers who 
were born in the South. Forty-one per cent of the r^pond- 
ents* mothers had not continued their education beyond 
grade school. 

Table Sex and Age Distribution of Interviewed and 
Examined Samples 

Black Youth 12-15 Years 
Intsrvitwsd Examined 



Grand total 


(542) 


100% 


(421) 


100% 


Boys 










12-13 


(162) 


30 


(129) 


31 


14-15 


(135) 


25 


( 97) 


23 


All boys 12-1 5 


(297) 


(55) 


(226) 


(54) 


Girts 










12-13 


(133) 


24 


(104) 


25 


14-15 


(112) 


21 


( 91) 


21 


All girls 12-1 5 


(245) 


(45) 


(195) 


(46) 



Certain data obtained from the youngsters* school 
records are relevant in describing the sample of black 1 2-1 5 
year old youths: two-thirds were still at elementary school 
grade levels (in the eighth grade or lower); almost half had 
attended at least four different schools in New York City; 
one in four had some notation in his school record 
regarding a "special disability/* which was likely to be a 
reading or general learning problem (14%) or a physical 
health problem (5%) or a behavioral-emotional problem 
(6%). School records showed a mean of 21 days absent 
during the preceding school year. Girls averaged 19 days 
and had fewer absences than boys, who averaged 23 days of 
absence; older (14-15 year old) boys had more absences 
than the younger ones (12-] 3). 

Average school marks the year they were interview- 
ed were just below "C"; girls achieved higher marks in 
school than boys. Both boys and girls showed a decline in 
school marks with age« the 12-13 year olds achieving higher 
marks than those 14-15. (This decline continued in the 16- 
17 year old group.) On standardized tests, three-quarters of 
the 12-15 year old adolescents were reading at least one 
year below their actual grade level; 39 per cent were 
reading at a level three or more grades below their actual 
school placement. 



Table III-2— Background Characteristics of Interviewed Sample 



Black Youth 12-17 Years 





12-1 5 years 


16*1 7 years 




All 


Boys 


Qtris 


Boys 


Qirls 




(542) 


(297) 


(245) 


(52) 


(74) 


Ape by one-year intervals 












Twelve 


27% 


28% 


27% 






Thirteen 


27 


27 


27 






Fourteen 


23 


23 


24 






Fifteen 


23 


23 


22 






Sixteen 








44% 


41% 


Seventeen 








56 


59 


Welfare status 












Welfare 


47 


47 


47 


50 


36 


No welfare 


53 


53 


53 


50 


64 


Mother's education 












Grade school or less 


41 


39 


43 


42 


32 


Some hiQh school 


31 


31 


30 


21 


26 


H.S. completed or more 


29 


30 


27 


37 


42 


Mother's birthplace 












New York City 


20 


19 


21 


21 


24 


South 


73 


74 


72 


67 


70 


Other 


7 


7 


7 


12 


6 


Adolescent's birthplace 












New York City • 


76 


77 


74 


88 


70 


South 


21 


20 


22 


12 


30 


Other 


3 


3 


4 






ReliQious background 












Protestant 


81 


79 


83 


75 


88 


Roman Catholic 


17 


17 


17 


21 


12 


None 


1 


2 




2 




Not specified 


1 


2 




2 




Father or older mate present 












Yes 


50 


49 


50 


48 


51 


No 


50 


51 


50 


52 


49 


Mean number In household 


5.50 


5.52 


5.49 


5.37 


5.18 
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Chapter IV 

Participation in the Medical Examination 



Each adolescent interviewed was offered a free med- 
ical examination at Harlem Hospital; the objectives and 
procedures of the examination have been described In the 
preceding chapter. Altogether 556 adolescents, or 74 per 
cent of those interviewed, appeared for medical examina- 
tions during the two years in which the survey was con- 
ducted in Harlem (this figure includes young people from 
Spanish -speaking families and the 16 and 17 year olds in 
addition to 1 2*1 5 year old black youth). 

The relatively high rate of cooperation in the exami- 
nation has substantive as well as methodological signifi- 
cance. On the methodological side, the issue is one of repre- 
sentativeness: had relatively few youngsters appeared for 
their examinations, the results derived from them would 
have limited generalizability. On the substantive side, a 
project such as this, which includes a free medical and 
dental examination, has a built-in behavioral measure of 
what it is tr>'lng to study. Participants in the examination 
may be regarded as the potential consumers of adolescent 
health care services. The nonparticipants — unless they did 
not participate because they were already regularly 
receiving health care — represent the medically hard-to- 
reach. In this chapter, therefore, data are presented which 
indicate some of the factors contributing to the relatively 
high rate of cooperation achieved in the medical examina- 
tion.' The implications for the delivery of medical care to 
adolescents wil! also be discussed. 

Explaining the Examination 

One of the keys to the high cooperation rate in the 
examination was the care taken in explaining its nature and 
puiposc to the participants and in scheduling appointments 
with the young people. Each family approached was given a 
letter explaining the project which was signed by the 
director of ambulatory care services at Harlem Hospital 
and by the project director. Each family was also given a 
printed, illustrated brochure describing the project in gener- 
al and the examination in particular. The interviewer 
explained that the family would receive a report about the 
young person's health (letters with the main findings were 
sent lo the family of each examined youngster); and that a 
report of the findings would be sent to a physician or clinic 
designated by the family; and that referral appointments for 



needed care would be made for the youngster (at Harlem 
Hospital) if the family wished. 

The interviewer also explained that participation 
would benefit not only that youngster but other young peo- 
ple in the community, because information was being 
collected in such a way that It could be used for planning 
health services for all people their age in Harlem. In other 
words, the appeal was to both personal and community 
benefit. 

Scheduling and Rescheduling Appointments 

All adolescents were examined at Harlem Hospital 
by weekly appointment in a service designed only for 
youngsters in the sample. Since household interviewing was 
going on continuously, the logistical problem was to deter- 
mine the optimum number of adolescents to be examined at 
each session in terms of resources and costs. Rates at which 
youngsters appeared for examination were calculated on the 
basis of the first examination sessions. Separate rates were 
computed for those appearing on first appointments and on 
rescheduled appointments. On the basis of these calcula- 
tions, an estimate was made as to how many youngsters to 
invite to each session. The examination staff was capable of 
handling 12 youngsters at each session. Appointments were 
made for 20 youths per session, on the average. Only once 
or twice did more adolescents appear than could be exam- 
ined by the regular project staff; but arrangements had been 
made for an extra physician and dentist to be on call in the 
event that such a situation arose. 

As Table IV- 1 shows, not all adolescents were examined 
on their first appointment. Indeed, only 70 per cent of the 
12-15 year olds who were examined came on their first ap- 
pointment; 17 per cent were examined on their second ap- 
pointment; and I 3 per cent on their third or a later appoint- 
ment. Among the 16 and 17 year old boys, even larger 
proportions required two or more appointments for their 
examinations. Rescheduling was therefore essential for 
producing the participation rate achieved in this study. 
Once an appointment was missed, the household was con- 
tacted by phone, or in person if there was no telephone, to 
determine the reason for failing to keep the appointment 
and to set another one. Rescheduling continued when 
subsequent appointments were missed, to the extent that the 
examination calendar permitted. 



Table IV-1— Appointment on Which Examined 





Black youth 1 


2-15 


Black youth 16-17 




All 


Boys 


GIrIt 


Boys 


Girls 




(421) 


(226) 


(195) 


(30) 


(46) 


Examined on first appointment 


70% 


67% 


74% 


63% 


80% 


Examined on second appointment 


17 


18 


16 


20 


13 


Examined on third or later 












appointment 


13 


15 


10 


17 


7 
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Reminders of Appointment 

Before the interviewer left the home he filled out a 
reminder form for the youngster, indicating the date and 
time of the appointment. This form explained how to get to 
the examination site. A day or two before the actual ap- 
pointment, another reminder was mailed to the family. 
Whenever appointments were rescheduled, similar 
reminders were mailed to the youngster. 

Age Differences in Participation 

Considered here are differences In participation 
rates within the interviewed sample. During the first year of 
the study, 81 per cent of all those interviewed (including 
youths of Spanish background) appeared for their examina- 
tions; but during the second year, the participation rate fell 
to 70 per cent. Approximately half of this difference was 
due to the inclusion of 16 and 17 year olds in the second 
year; the remaining difference was due, at least in part, to 
changes in scheduling procedures. In the second year the 
sample was larger and, therefore, once an appointment was 
missed it could not be rescheduled as many times as had 
been possible the first year. 

Table IV-2 shows the rates of participation by sex 
and age for the two years combined and for each year 
separately. The participation rate for 12-15 year old black 
youth decreased from 81 per cent in the first year to 75 per 
cent in the second year. Participation rates were lowest 
among 16-17 year old boys and girls. The decline was sharp- 
er and came earlier among boys, decreasing from an 80 
per cent cooperation rate at ages 12-13 to 58 per cent at 
ages 1 6-17. Comparable figures for girls were 78 per cent at 
ages 12-13 and 62 per cent at ages 16-17. (There is no ap- 
parent reason for the sharp drop between the two study 
years among 12-13 year old girls; this can be explained only 
as a chance sampling fluctuation.) 

Further details regarding differences in participation 
rates by age are shown in Table lV-3, which compares the 



interview and examination completion rates among boys 
and girls in one-year age categories. As this table shows, 
there was little fluctuation in interview completion by age. 
However, participation in the examination declined sharply 
as age increased, particularly among the boys. At age 12, a 
slightly higher proportion of boys than girls appeared for 
their examinations. Participation among boys dropped after 
age 12, with another drop occurring after age 16; but it did 
not decline at all among girls until after age 15. At each age 
after 12, proportionately more girls participated in the ex- 
amination than boys. Among boys at ages 12 and 17, the 
difference was between 83 per cent and 48 per cent; among 
girls participation declined from 79 per cent at age 1 2 to 61 
per cent at age 1 7. 

Other Demographic Correlates of Participation in Examination 

Welfare assistance was used as the major indicator 
of economic status. There was neither a large nor a consist- 
ent relationship between welfare status and participation in 
the medical examination. Nor was there any relationship 
between mothers* educational attainment— another major 
indicator of socio-economic status in a sampie where half 
were living without male heads of household present — and 
participation in the medical examination. When partici- 
pation rates were analyzed with respect to birthplace, there 
were only small differences between young people whose 
mothers were born in the South and those with mothers 
born in New York City (Table IV-4). As for the adoles- 
cent's own birthplace, while slightly more of the Southern- 
born youngsters came to the medical examination, the 
numbers involved are too small to yield a . Jatistically reli- 
able difference (Table IV-5). 

Approximately half of the 12-15 year olds in the 
sample lived in households with no older male. Data con- 
cerning the relationship between the presence or absence of 
an older male in the household and adolescent participation 
m the medical examination are presented in Table IV-6. 
While there was almost no difference in the case of boys. 



Table IV-2— Rates of Participation in Medical Examination by Sex and Age for Two Study Years 
(In Percents)* 

Black Youth 12-17 Years 
Both Study Study 
years year 1 year 2 



All boys 12-1 5 years 76 



All girls 12-1 5 years 80 



Boys 

12-1 3 years 80 80 79 

14-1 5 years 72 74 70 

78 75 



Girls 

12-1 3 years 78 86 69 

14-1 5 years 81 82 81 

84 75 



Total black 12-1 5 years 78 81 75 

Boys 16-17 years — _ 5$ 

Girls 16-17 years — — (J2 

Total black 16-1 7 years — — 60 
* Rates of participation are expressed as percentages of those interviewed. 
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girls in households with an older male appeared at their.cx- 
amination more often than those from households without 
an older male; this is a statistically reliable difference. 

The Problem of Nonparttctpatton 

Twenty-six per cent of all interviewed youths were 
not examined. Information was collected from those who 
refused to make appointments (only 26) and about the 
larger number who failed to keep their appointments. This 



information was collected by phone and/or personal visit to 
the household. Altogether, information was obtained about 
174 refusals and missed appointments. 

In more than one-quarter of the latter cases, the 
youngster or parent simply forgot or was unable to give any 
more specific reasons for not appearing at the examination. 
The next most frequent reason for not appearing was 
conflict with other scheduled activities (5^ were working. 
69f had to remain late in school, and a few had some 
household responsibility that interfered). Even though the 



Table I Completions by Age (Over Two Study Years) 



Boys 

12 years old 

13 years old 

14 years old 

1 5 years old 

16 years old 

17 years old 
Girts 

1 ^ years old 

13 years old 

14 years old 

1 5 years old 

16 years old 

17 years old 



(No. Listed) 
(800) 

(95) 
(91) 
(84) 
(82) 
(31) 
(36) 

(78) 
(80) 
(70) 
(65) 
(34) 
(54) 



Black Youth 12-17 Yea^s 
Interviewed Examined 
(% of listed) (% off interviewed) 



87 
87 
80 
83 
74 
81 

85 
84 
83 
83 
88 
82 



83 
76 
70 
74 
70 
48 

79 
78 
79 
83 
63 
61 



Table IV-4— Participation by IVIother's Birthplace 

Blacl( Youth 12-15 Years 
Per cent interviewed Per cent examined* 



Birthplace 


Total 


Boys 


Girls 


Total 


Boys 


Girls 


New York City 


78 


80 


76 


80 


79 


82 


Southern United States 


86 


85 


87 


77 


75 


80 


All other places 


83 


87 


78 


71 


70 


72 



* Examined as per cent of interviewed. 



Table IV-S— Participation by Adolescent's Birthplace 

Black Youth 12-15 Years 
Per cent interviewed Per cent examined* 



Birthplace 


Total 


Boys 


Girls 


Total 


Boys 


Girls 


New York City 


84 


85 


82 


76 


74 


79 


Southern United States 


82 


79 


84 


84 


84 


83 


All other places 


95 


91 


100 


61 


60 


63 



* Examined as per cent of interviewed. 



Table IV-6 — Participation by Presence of Older Male Living in Household 









Black Youth 12-15 Years 








Per cent Interviewed 


Per cent Examined* 




Total Boys 


Girls 


Total 


Boys Girls 


No male in household 


87 


87 


86 


75 


77 74 


Male in household 


83 


84 


81 


80 


75 85 


'Examined as per cent of interviewed. 
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examination was arranged so that written parental consent 
was obtained beforehand, a substantial number of parents 
did bring their youngsters to the examination. Eight per 
cent of those who failed to keep their examination appoint- 
ments said it was because their parent was not available to 
accompany them. 

Only about 15 per cent of those who failed to come 
for their examinations could be considered outright refus- 
als: i.e., a parent did not want the youngster to come (6%) 
or the adolescent himself did not want to come (10%). 
Among those who were interviewed but failed to make an 
appointment for the medical examination (there were 13 
such youngsters among the 12-15 year-olds), half gave as 
their reason that they went elsewhere for medical care. 

Summary 

In an earlier chapter of this report, reference was 
made to the participation rates achieved in other examina- 
tion surveys; however, none provides a model tor a survey 
of adolescents in a largely black community. The relatively 
high rate of participation by adolescents in Harlem may be 
attributed in part to convenient scheduling and frequent 
rescheduling of appointments, a personal invitation to ap- 
pear at the examination, multiple reminders about the ex- 
amination appointment, and elimination of the need for a 
parent to accompany the youngster to the examination. In- 
formation collected on nonparticipants suggests that further 
rescheduling at times more convenient for them might have 
produced an even higher participation rate. The need ior 



flexibility in rescheduling appointments would appear to be 
one of the major lessons of this experience for those who 
want to maximize adolescent participation in health services. 

An important consideration of a different kind has 
to do with the characteristics of those who do and do not 
cooperate in such an examination. It is clear from the data 
presented here that the most important single factor con- 
tributing to participation in the medical examination was 
the age of the adolescent. There was only a four per cent 
difference between the proportions of boys and girls who 
appeared for their examinations; sex, therefore, cannot be 
considered an important factor. Among 12-15 year olds in 
Harlem, those participating in the examination represented 
80 per cent of the eligible girls and 76 per cent of the boys; 
among 16 and 17 year olds the rates were 62 per cent and 
58 per cent for girls and boys, respectively. 

Where in this age spectrum did the decline in partic- 
ipation occur? It occurred earlier for boys than for girls. 
Analysis of cooperation rates by age suggests that in the 12- 
17 year age span, 12 is the optimum age at which to involve 
boys in preventive health programs. Among girls, the 
decline in participation occurred somewhat later, between 
ages 15 and 16. This suggests that there is a little more time 
to bring girls into preventive care programs — that is, up to 
age 16. But preventive care is always best provided early 
and girls at age 16 have more health problems than younger 
girls (see Chapter IX). It is appropriate, therefore, to aim at 
involving both adolescent boys and girls at the earliest age 
possible. 
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Chapter V 

Health Status of Adolescents In Harlem ' 



Findings presented here from both personal inter- 
views and medical examinations reveal the kinds and the 
frequency of adolescent health problems. As in the presenta- 
tion of other findings that follow, the main focus is on the 12 
to 15 year olds who were represented in sufficient numbers 
and for whom observations were averaged over two years of 
study. 

First to be considered is the prevalence of self- 
reported and of medicallyobserved health problems. This 
will be followed by a discussion of overall measures of 
health status, including subjective appraisals; a major func- 
tional measure of health — reported absences from school 
because of illness; and an index of health status based on the 
number of health problems reported and observed. 

Prevalence of Health Problems: Reported in Personal Interviews 

Through separate sets of direct questions, informa- 
tion was obtained from ad'^lescents on current visual, 
dental, and emotional problems. Self-reports on other 
health problems were obtained by means of a long check- 
list. Dental problems were by far the most frequently 
reported and observed of all health problems in this sample; 
hence they are discussed separately in Chapter XII of this 
report. 

In order of frequency, the following are the major 
health problems, other than dental, revealed through per- 
sonal interviews (Table V-1): 

Vision problems — One-fourth of the 12-15 year olds 
reported some trouble seeing; among girls the proportion 
was 32 per cent and among boys 20 per cent. 

Respiratory problems — One-fifth reported having 
frequent colds: among girls the proportion was 26 per cent 
and among boys 16 per cent. One-eighth reported that they 
had repeated sore throats. One in ten said they had had 
chest pains; one in ten reported long- lasting coughs and 
asthma or wheezing; one in twelve reported sinus trouble; 
one in twenty reported frequent earaches. 

Repeated headaches — This problem was reported by 
almost one out of five. Although reponed by similar 
proportions of girls and boys, it was the second most 
frequent of all the problems reported by boys while it 
ranked sixth among girls. 

Nervous or emotional problems — One in six consid- 
ered himself to have some kind of nervous or emotional 
problem; among girls the proportion was 23 per cent and 
among boys 1 3 per cent. 

Stomarh pains — ^These were reported by one in six; 
among girls the proportion was 21 per cent and among boys 
1 2 per cent. 

Skin problems — One in seven of the youngsters 
reported skin problems; the proportion among girls was 25 
percent, among boys it was six per cent. 

Speech problems — These were reported by one in 
eight; there was no difference in proportion between boys 
and girls. 



Repeated nose bleeds — One in ten reported this 
problem; the proportion was slightly higher among boys 
than among girls. 

Vomiting — One in ten reported this condition; 
among girls the proportion was 1 5 per cent and among boys 
six per cent. 

The foregoing were the health problems most 
frequently reported by young people themselves. Other 
problems reported by five to ten per cent of the 12-15 year 
olds included hay fever or other allergies, shaking or 
trembling (sometimes regarded as a psychosomatic 
symptom), shortn<?ss of breath without exercise (another 
psychosomatic symptom), dizziness and fainting, and 
backaches. 

Additional problems reported by fewer than five per 
cent included certain digestive tract symptoms; hard 
thumping of the heart (sometimes considered a psychoso- 
matic symptom); deformity or stiffness of extremities, 
limbs, or back; heart conditions; anemia; bed wetting; and 
difficult or frequent urination. 

Table V-l lists the frequency with which all of these 
problems were reported by the total sample of 12-15 year 
olds and by boys and girls separately. Because girls reported 
more conditions than boys did. a higher proportion of girls 
could be expected to report any one condition. The propor- 
tions, by themselves, do not indicate how the relative 
frequency of the problems may differ between boys and 
girls. But this can be seen in the last pair of columns, which 
shows the separate rank orders of occurrence among boys 
and girls. 

Prevalence of Conditions: Findings from Medical Examinations 

So far this chapter has dealt with what adolescents 
reported in their '"nterviews about specific health problems. 
Next to be presented are findings from the medical exami- 
nations given at Harlem Hospital to 78 per cent of the 12- 
15 ycir olds who were interviewed.^ 

What did the medical examinations reveal? Signifi- 
cant deviations from what the examining physicians consid- 
ered normal were found in the following general are^s. in 
order of frequency: (Table V-2) 

Vision and eye problems — One-fifth of all 12-15 
year olds examined at Harlem Hospital were observed as 
havmg such problems; boys and girls in similar proportions. 

Respiratory tract disorders — This category includes 
transient upper respiratory infections as well as all other 
respiratory condition.s. One-sixth of the examined sample 
were observed to have such problems; lung and bronchial 
disorders were noted among five per cent; there was little 
difference in occurrence between boys and girls. 

Heart and blood pressure abnornudities — Problems 
in this category were observed in one-sixth of the examined 
sample; proportions of boys and girls were about the same. 

Skin and complexion problems — Problems of this 
kind severe enough to be noted as significant were observed 
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in one-tenth of the examined sample; the proportion among 
girls was twice that among boys. 

Ncrvottv and emotional problems — Problems in this 
area were considered significant among one out of twelve 
examined youngsters; among girls the proportion was 1 1 
per cent and among boys it was six per cent. 

Nutritional problems — Significant and/or treatable 
problems in this category, chiefly obesity, were observed 
among seven per cent of those examined; there was no dif- 
ference in proportions between boys and girls. 

Neuromuscular and musculoskeletal disorders — 
These were observed among seven per cent of the examined 
sample; there was no difference in porportions between 
boys and girls. 

Blood disorders — Tests for abnormalities in the 
blood system uncovered significant deviations, chiefly ane- 
mia, among four per cent of the examined sample; the 
proportion among girls was twice that among boys. Blood 
test findings were suggestive in another sizable proportion 
who were referred for further diagnostic testing. 

Urinary problems — Problems in this category were 
observed among four per cent of the examined sample; the 



proportion among girls was three times as great as among 
boys. 

Speech problems — ^These were observed as signifi- 
cant among three per cent of the examined sample. 

Other medical problems regarded as significant by 
examining physicians but prevalent among no mor^ than 
two per cent of the examined sample were: mental retarda- 
tion, menstrual disorders or pregnancy {4% of the girls), 
other genital or reproductive tract disorders, accidents or 
injuries, breast conditions, endocrine and metabolic 
disorders, and hearing difficulties. 

The medical conditions listed above were those con- 
sidered significant by the examining physicians.^ In some 
cases the proportion of youngsters observed to have a par- 
ticular condition was far greater than the proportion for 
whom the condition was regarded as medically significant. 
For example, 1 8 per cent were observed to have facial acne 
of grade two or higher, 26 per cent of the girls and 1 1 per 
cent of the boys."* Speech disorders were recorded for 10 
per cent of the youngsters, musculoskeletal deviations for 
15 per cent, suggestive neurological signs for 10 per cent 
and disorders of the reproductive system for 8 per cent. The 



Table V>1— Self>Reportad Health Probl»tn> (from Personal Inf rvtews) 
— ^ ^ Black Youth 12-15 Years Rank ordsr 





All 


Boys 


Qirls 


Boys 


Qirls 




(542). 


(297) 


(245) 






Eye trouble 


25% 


20% 


32% 


1 


1 


Frequent colds 


20 


16 


26 


3 


2 


Repeated headaches 


18 


18 


18 


2 


6.5 


Nervous or emotional problems 


17 


13 


23 


4.5 


4 


Stomach pains 


16 


12 


21 


7 


5 


Skin problems 


14 


6 


25 


15.5 


3 


Pains in Isqs and/or arms * 


14 


12 


16 


7 


8 


Speech problems 


13 


13 


14 


4.5 


10.5 


Repeated sore throats 


13 


9 


18 


11 


6.5 


Chest pains 


11 


9 


14 


11 


10.5 


Repeated nosebleeds 


10 


12 


8 


7 


21.5 


LonQ*lastinQ couQh 


10 


11 


9 


9 


19 


Asthma, wheezinp 


10 


9 


10 


11 


15 


VomitinQ 


10 


6 


15 


15.5 


9 


Hay fever or other alierpy 


9 


8 


11 


13 


12 


Repeated sinus trouble 


8 


6 


10 


15.5 


15 


ShakinQ or trembling 


8 


5 


10 


18.5 


15 


Trouble hearing 


7 


4 


10 


21 


15 


Shortness of breath 


7 


6 


9 


15.5 


19 


Backaches 


7 


4 


10 


21 


15 


Dizziness, fainting 


7 


5 


9 


18.5 


19 


Frequent earaches 


5 


4 


7 


21 


23 


Heart thumping hard 


4 


1 


8 


30.5 


21.5 


Frequent constipation 


4 


2 


6 


27 


27 


Long*lasting bronchitis ^ 


4 


3 


4 


24 


27 


Indigestion 


3 


2 


5 


27 


25.5 


Bed wetting 


3 


3 


2 


24 


29.5 


Heart conditions 


3 


2 


5 


27 


25.5 


Anemia 


2 


1 


2 


30.5 


29.5 


Frequent diarrhea 


2 


1 


2 


30.5 


29.5 


Difficulty, frequent urination 


2 


1 


2 


30.5 


29.5 


Deformity or stiffness in extremities Jimbs. berM*^ 


2 


3 


1 


24 


32 



a) Asked onty m f ir$l study year. 

b) Asked only m second study year. 
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actual proportions judged to be significantly deviant (Table 
V-2) were noticably lower. 

Omitted, so far. is one cla'ss of physicians* 
findings — notations about problems referred for further in- 
vestigation. In these cases, physicians were uncertain 
whether or not similar deviations would appear on 



subsequent evaluations, although the findings from this first 
examination were suspicious. Rather than exaggerate the 
extent of pathology in the population, these conditions have 
been excluded from Table V-2; there may be some under- 
statement of the findings when all of these referrals for fur- 
ther investigation are ignored. (Table V-3) 



Table V-2— Medical ProMama Noted by Ptiyaician (from Medical Examlnationa) 




Black Youth 12-15 Years 






flaiik< 


Kdec 




AM 


Beys 




Qirla 




Bovs 


Okie 




(421) 


(225) 




Mail 




f99ai 


i»ee| 


Respiratory tract ditordart 


22% 


20% 




24% 




9 
& 


1 


Upper respiratory 


17% 




16% 




17% 






LunQ and bronchial 


5 




4 




A 

V 






Vision and eye problems 


21 


21 




21 




1 




Heart and blood pressure 
















abnormalities 


17 


17 




ia 




4 




Heart 


13 




14 




t1 






Blood pressure 


4 




3 




5 






Skin and complexion problems 


10 


7 




14 




4.5 


4 


Nervous and emotional problems 


.a 


6 




11 




6.5 


5 


Nutritional problems 


7 


7 




a 




4.5 


6.5 


Neuromuscular and musculo- 
















skeletal problems 


7 


e 




a 




6.5 


6.5 


Blood disorders 


4 


3 




6 




9 


6.5 


Urinary problems 


4 


2 




6 




1^5 


6.5 


Speech problems 


3 


2 




3 




1^5 


12 


Mental retardation 


2 


2 




3 




1^5 


12 


Other growth problems (skeletal) 


2 


3 




1 




0 


16 


Menstrual disorders and 














pregnancy 


2 






4 






10 


Other genital and reproductive 
















tract disorders 


2 


2 




1 




1^5 


16 


Accidents or injuries 


2 


3 




1 




9 


16 


Breast conditions 


2 


• 




3 




16 


12 


Hearing difficulties 


1 


1 




2 




15.5 


14 


Endocrine and metabolic 
















disorders 


1 


• 




1 




16 


16 


Hernia 


0.5 


1 








15.5 




At>dominal tenderness and vague 


• 


• 








16 





signs 



* Less than half of ont P«r ctnt. 



Table V-a— Conditiona Referred for Further inveatigalion (from Medicai Examinaliona) 



Blade Youth 12-15 Years 
All Boys Qlrls 

(471) (226) (19$) 



Problem with blood (anemia, etc.) 
Urinary problems 

Heart and blood pressure abnormalities 
Heart 

Blood pressure 
Respiratory tract disorders 

Upper respiratory 

Lung and bronchial 
Vision end eye problems 
Neuromuscular, musculoskeletal problems 
Menstrual disorders and pregnancy 

* L«st th«n h«lf of oa« p«r cent. 



10% 


10% 


10% 


6 


3 


10 


4 


5 


2 


3 


4 


2 


1 


1 




4 


3 


5 


• 


1 




3 


2 


5 


1 


1 


1 


1 


1 


1 


1 




2 
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Mi MMically OkwvN CMtftiMS 

These distinctions between observed* stgntflcant« 
and referred conditions arc important in considering the 
degree of correspondence between what youngsters them* 
selves reported about their health and what their medical 
examinations revealed. The techniques of the interview and 
the examination were bound to touch on differcntl/ 
defined* as well as differently measured* dimensions of 
health. Thus, headaches* which many adolescents reponed* 
would seldom be noted in a medical examination unless the 
physician considered them as a symptom of some other con* 
dition; conversely, tests performed during the examination 
produced findings about conditions youngsters could i\ot be 
aware of unless they had such tests* e.g.* hypertension* 
blood conditions* and urine problems. Nevertheless* there 
was a high degree of correspondence between the two sets 
of findings* especially in regard to the overall ranking of 
health problems. Insofar as the medical examinations may 
be regarded as validations of the personal interviews* they 
suggest that adolescents are dependable reporters of their 
health problems. 

fititftl Mtimis if HtiMi States 

Consideration will now be given to how youngsters 
appraised their general state of health* to limitation in their 
activities because of health problems* and to the number of 
health problems which they reponed and which physicians 
observed. 

One-third of the 12*15 year oldf reported in their in- 
terviews that their own health was 'very good**; just over 
half said it was "pretty good**; one in ten said it was "fair *; 
and one in fifty regarded their health as "poor.** There were 
no significant differences between boys and girts in these 
general appraisals of their own health. 

Three-quarters of the girls and two-thirds of the 
boys considered their own health to be on a par with others 
their age. About a fifth considered themselves healthier 
than others and fewer* abnut one in ten* to be less healthy 
than others. 

During interview* about one in six reported as many 
as three days absence from school because of illness during 
the prior month, with an average of 1 .3 days lost in a school 
month because of illness. Taking the year as a whole, one in 



six reported missing more than two weeks of school because 
of illness* with a mean number of seven days lost. This fig- 
ure is somewhat higher than that reponed for a national 
sample of 6-16 year olds in 1968 (National Center for 
Health Statistics* I97la).^ 

About one in ten claimed that his health status 
limited what he could do in school; considerably fewer 
(4%) reported that i|{ health limited the amount of time 
they spent in school; hardly any (2%) had been placed in a 
special school or class because of poor health. Regarding 
the frequency with which ill health interfered with activities 
of a more voluntary nature — things that they "want to 
do**— one in tweUy reported such interference "a lot** of 
the time and one in five "some of the time.** 

Three in four youths reported having at least one of 
the 45 medical problems about which they were questioned 
(Table V-4). Girls (82% ) were more likely to repon health 
problems than boys (70% ). Among the total group of black 
youth 12-15 years old* a proportion somewhat better than 
half (55%) reported themselves as having at least two 
health problems. However* girls and boys differed signifi- 
cantly; two-thirds of the girls compared to roughly one-half 
of the boys reported two or nwrc health problems; half of 
the girls and a third of the boys reported three or more 
problems; over a third of the girls and one-fifth of the hoys 
four or more; and a quancr of the girls* compared to one in 
ten boys* reported that they had six or more health 
problems. Cleaily girls felt that they had more health 
problems than boys. The number of problems increased 
with age for both and this difference was greater between 
older and younger girls than boys (see Chapter XI). 

Findings from Medical Examinations 

Turning to the findings from the medical examina- 
tion* an average of 1.17 medical conditions was noted by 
the examining physicians for all 12-15 year old youths. The 
average number among girls was 1.32 and among boys, 
1.04. 

The number of health problems observed in the 
medical examination was smaller than the number reported 
in interviews. However* this reflects partly the fact that 
physicians summarized what they considered sifitti/tvant 
deviations from normal; the self-reports included all 
problems that occurred during the preceding year and no 
attempt was made to grade them as to degree of pathology. 



Tabte V-4— FrtquMcy of S«ir*R«port0d HmMH ProUtmt (from Ptrsomit Invorvitws) 



r 







Blade youth 




Black youth 






12*1 S yeere 




18*17yeere 




All 


Boys 


Gfrif 


Boys 


GIrle 




(542) 


(2t7) 


(24$) 


(52) 


(74) 


Number of problems 












None 


25% 


30% 


ie% 


23% 


14% 


One 


20 


23 


18 


21 


15 


Two 


14 


14 


14 


19 


13 


Three 


13 


12 


13 


10 


11 


Four or more 


26 


21 


37 


27 


47 


Mean number of self • 












reported health problems 


2.8 


2.2 


3.5 


2.9 


4.3 
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degree of disturbance in usual funciioninf. or the like. Fur- 
thermore* merrily suggestive or suspiciou« findings (even 
those for which youngsters were referred for repeat testing 
to confirm or rule out a diagnosis) were fu>t included in 
these tabulations of physician noted conditions; one in five 
of the 12-15 year olds needed this latter kind of referral.* 

Two-thirds of the examined youths were observed 
by physicians to have significant problems; conversely, a 
third were free of any notaUe medical condition. There 
were more girls (74%) than boys (*f %) with at least one 
medically observed problem. (Table V-5) 

About a third of both boys and girls had two or 
more conditions; one in eight had three or more medical 
conditions; and 3 in 100 had as many as four conditions 
noted by the physician. 

While there was an overall average of 1.17 condi- 
tions noted by physicians* there were differences by sex and 
a^c. The relationship to age will be discussed in Chapter XI 
of this report, which deals specifically with findings 
regarding older adolescents. The relationship to sex is con- 
sistent with what was reported on personal interviews: girls 
both said they have and were observed to have a greater 
number of health problems than boys.^ 



Youngsters in Harlem share most of what are con- 
sidered the miyor health problems of adolescence: dental, 
visual* emotional weight* and skin problems. Considerable 
numbers reported headaches, stomach pains, speech 
problems, nosebSeedi. vomiting — which may also be 
prevalent among other adolescents — but there are no com- 
parable data against which to check this study *s findings. 
Some other disorders were noted that* in terms of 
frequency* may be more prevalent among Harlem youth 
than adolescents generally: heart and blood pressure 
problems, asthma and anemia. 

Whether the indicators of general health status used 
here — the number of self-reponed and medically observed 
health problems, in particular — place this population at a 
disadvantage when compared with other youth cannot bcde- 
termined. The fact that two-thirds of these young people 
were observed by physicians as having at least one medical 
condition (not counting dental problems) deviating signifi- 
cantly from what they considered normal, and that one in 
three had at least two of these conditions, indicates the 
degree of morbidity in this population. 



TaWt V>S-^r»qyncy ef WtyrtcliHIofd M#d>c»l CoodWom (from Medical Examinations) 







•lacfcyauHi 




•lackyoulh 






IMSyasra 




ia«iryaars 




AH 






•ays 


Qlrls 




(41t) 


cm) 


OU) 




(4$) 


Numbar of phytician- 












r ^tad conditions: 












Nona 


33% 


39% 


26% 


27% 


13% 


Ona 


34 


32 


37 


20 


27 


Two 


21 


ia 


24 


30 


30 


Thraa 


a 


10 


• 


20 


15 


Four or mora 


3 


2 


5 


3 


7 


Maan numbar of physician- 












notad conditions: 


1.17 


1.04 


1.32 


1.57 


1.7a 
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Chapter VI 
Selected Health Problems of Adolescence 



In this chapter, attention will be focused on five 
common health problems of adolescence: visual problems* 
emotional problems, menstrual problems* accidents and inju* 
ries. and growth and development. Some of these — visual 
problems, anotional problems* and menstrual problems — 
have been discussed earlier in terms of prevalence rates. 
Other details descrtbi ng their occurrence ;imong adolescents 
in Harlem are reported here. 



information from Personal Interviews 

About one in five among the 12*15 year old black 
youths said they had diftlculty seeing the blackboard in 
school. GirU reported this difficulty more often than boys 
* (2.^^^ and 14^ , respectively). One tn eight was aware of a 
problem with his vision or eyes that needed correction. 

Better than a third' of the ll^-l 5 year old youths had 
eyeglasses—almost half of the girls (45^) but fewer boys 
{2H9r). Nearly half of those with eyeglasses {427r) needed 
to wear them all of the time or for both near and distant 
vision. About six in ten of them admitted to not wearing 
their glasses all the time that they were supposed to. (Table 
Vl-I) 



Findings from Medical Examinations 

Physicians reponcd a significant vision or eye 
problem for nearly one in ten of the youths they examined, 
with no sex difference. Tests of distance acuity at the medi- 
cal examination (using the 20-foot Snellen chan) showed 
that* when tested witito:*! correction* 36 per cent had 20/30 
vision or worse and 14 per cent tested at 20^70 or worse. 
Girls and boys showed no difference. Those who had 
eyeglasses and remembered to bring them to ihe ejjamina- 
tion (77 youths) were also tested witli correction, and results 
from this smaller number of cases indicated that the vision 
of approximately two-thirds had been corrected to at least 
20/25: one*third had convctions which still did not produce 
any better vision than 2C/30. 

A founh of the 12*15 year old youths were func* 
tioning with less than 20/25 vision. Included in this estimate 
were those who wore eyeglasses to the examination, 
together with those who had no glasses; excluded are those 
with correction but who had lefi iheir eyeglasses at home. 
Since, as noted above* about cne*third of those with 
eyeglasses had not been corrected to 20/25« the proponion 
of one*founh functioning with less than 20/25 vision may 
he an understatement. 

On tests of color vision* one in twenty showed some 
impairment. This was not more frequent among boys* but 
the dcgrcn of impairment was greater among them. 



MtitaiHiiMbRfpiiM in Nrsaml hrttcvim 

One in six reported that he had a 'mental or emo- 
tional" problem. This included nearly a quarter of the girls 
and an eighth of the boys. (Table Vl-I) Four per cent felt 
that such problems had interfered with their school work. 
These problems were described in terms ranging from "gen* 
erally get nervous or excited" (38^ K ' shaking or 
trembling" ( 1 1% "get angry** or -scream" ( 1 2<^ )* bite fin* 
gemails {\2%l get scared or hean beats hard {t^9rl cry 
{5%l stutter {4%l feelings get bun easily (29^). Some 
problems were described in terms of their cause* e.g. being 
"hollered" or yelled at. argued or fought with ( 1 2% ). 

Another question was« *'How often do you have a 
personal problem that upsets you— does that happen very 
often* does it happen sometimes or are you hardly ever 
upset by a personal problcmT* Answers were considered 
suggestive of emotional stress. Four in ten youths reported 
that they **$ometimcs** or "very often** had upvMting per* 
sonal problems* with five per cent reponing the extreme* 
"very often.** 

Questions relating to four other iRdicators of emo- 
tional health were also included in the personal interview: 

\food — One in six* but girls somewhat more often 
than boys* answered that they were having **not so good** a 
time these days. Slightly fewer of the boys and girls reported 
that most of the time they felt **not so happy.** (Table Vl*l ) 

Frars and worrits — Onc*third reported that they 
worried "very often** about how well they were doing in 
school. Just about half reported that "sometimes** the>' 
worried about it. Altogether* four in five indicated some 
concern about their school performance. When asked if 
they worried about what their future would be like five or 
ten years hence* three in ten reponed that they worried "a 
lot/* boys more than girls. About the same proponion of 
three in ten said that they did not worry at all about their 
future. 

Psyclwsomatic sympums — ^Seven psychosomatic 
symptom items commonly included in psychiatric screening 
interviews (Langncr. 1962) were included in the interview. 
Between one in four and one in five reponed some sleep dif* 
ficulties — ^girls somewhat more often than boys. Slightly 
fewer reported disturbance of appetite* with no difference 
between girls and bo>-s. Shaking or trembling* shortness of 
breath* and dizziness or fainting were reported by fewer 
than ten per cent* and heart thumping hard without exercise 
by somewhat fewer than five per cent. Girls exceeded boys 
on all of these. 

Srlf'cstcrtn — Four items used to measure self-es- 
teem were included in the interview. About one in ten of 
the 12-15 year old youths said he wanted to change a lot of 
things about himself: one in six youngsters felt that he was 
not able to do things as well as others his age: better than 
one in four agreed with the statement. "At times I think I 
am no good at all." Proportions of boys and girls did not 
differ on any of these. Replies on another self-esteem 
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Table VM— Selected Health Problems of Adolescence (Reported In Personal Interviews) 

Black Youth 12-1S Years 

Black youth 12-15 ytars old 



Have trouble seeing blackboard in school 

Yes 
No 



(539) 
18% 
82 



(295) 
14% 
86 



(244) 

23% 
77 



Have uncorrected vision problem 
Yes 
No 

Not sure 



13% 
87 
t 



11% 
89 



15% 
85 
t 



Wear eyeglasses or contact lenses 

Wear eyeglasses only 

Wear contact lenses 

Had eyeglasses but lost them 

Do not have eyeglasses or lenses 

When supposed to wear glasses or lenses 

All the time or for both distance and near vision 

For reading and TV 

Reading and close work only 

For seeing at a distance 

For seeing at a distance and TV 

Some other times 



31% 

t 

4 
64 

(190-) 
42% 
34 
19 

2 

2 

2 



26% 

t 

2 
72 

(83-) 
45% 
33 
17 

2 

2 

1 



38% 

7 
55 

(107-) 
39% 

3r> 

21 
2 
2 
2 



Actually wear them when supposed to 

Yes 
No 



(185-) 
40% 
60 



(81-) 
38% 
62 



(104-) 
41% 
59 



Have nervous or emotional problem 

Yes 
No 



(539) 
17% 
83 



(295) 
13% 
87 



(244) 

23% 
77 



How much problem interferes with school work 

Great deal 
Somewhat 
Not at all 

Do not have nervous or emotional problem 



1% 

3 
13 
83 



1% 

2 
10 
87 



2?s 
3 

18 
77 



How often upset by personal problem 

Very often 
Sometimes 
Hardly ever 

What sort of time having these days 

Not so good 
Pretty good 
Very good 

How happy feel most of time 

Very happy 
Pretty happy 
Not so happy 



5% 
34 
61 



16% 

52 

32 



31% 

57 

12 



4% 

35 
60 



13% 

54 

34 



33% 

56 

11 



6% 
33 
61 



19% 

50 

31 



28% 

59 

13 



Worry alN>ut how well doing in school 

Very often 33% 
Sometimes 48 
No, never 19 
* Those who have eyeglasses or lenses. t Less than half of one percent. 



34% 
44 

22 



32% 

52 

16 
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measure showed that almost halt the adolescents agreed that 
they felt useless ai times. '>ir!s more than boys. 

Menstrual Problems 

Girls were asked about their menstrual history 
during the interview: the nurse at the medical examination 
asked additional questions about menstrual difficulties. 

On their personal interviews, girls said that periods 
lasted an average of five days.^ Seven in ten girls reported 
that their periods were regular and that they did not cause 
any problems. For three girls in ten who menstruate* how- 
ever* periods were irregular and produced problems which 
caused them to stay home and/or to go to bed. One in six 
girls took medication for menstrual problems. 

When questioned by the nurse at the medical exami- 
nation, about one in five girls reported emotional reactions 
before their periods (upset* nervous* depressed), and a simi- 
lar proportion reported a heavy loss of blood at some time 
when they menstruated. Almost two-thirds of the girls said 
they had a lot of menstrual pain. One in eight girls told the 
nurse she had a discharge between periods. 

Accidents and Injuries: Reported in Personal Interviews 

In the first year of the study youngsters were asked, 
"How many serious accidents and injuries have you had 
during the past year?** Girls reported more accidents and in- 
juries than boys. Since that ran counter to expectations* the 
question was reworded in the second year of the study to 
ask about accidents and injuries that required at least one 
day's absence from school or work. These were counted as 
"serious.** The results from the two years* therefore* will be 
considered separately. 

in the first study year, about 10 per cent reported an 
accident or injur>' during the previous year, girls about 
three times more often 'han boys. In the second study year, 
with the more explicit definition of "serious." accidents or 
injuries were reported by only slightly fewer but this time 
by boys almost three times as often as girls. In almost half 
the cases a leg. foot or ankle was injured; an arm, hand or 
wrist was hurt in about a quarter of the cases. 

Results from the two separate years suggest that ac- 
cidents are not a leading cause of morbidity (as contrasted 
with mortality) during adolescence. The low frequency with 
which doctors observed results of recent accidents or inju- 
ries at the medical examination is consistent with this find- 
ing. 

Growth and Development 

With regard to growth and development, there is ev- 
idence from the Health Examination Survey of 6 to 1 1 year 
olds that black children tend to be taller while white 
children tend to be heavier. At all ages black girls are either 
equal to (age 8) or taller (ages 6, 7. 9. 10, 11) than white 
girls* but at every age white boys (though sometimes a little 
taller and sometimes a little shorter) are heavier than black 
boys (National Center for Health Statistics, 1970b). 
Whether this pattern holds for older youths is not known. 

Information from Personal Inten/iews 

The mean height reported by 12-15 year old boys 



was 64 inches and by girls 62 inches. Mean weights 
reported in the interview were 1 17 pounds for boys and 1 18 
pounds for girls. Questioned as to their satisfaction with 
their growth and development* boys* dissatisfaction lay 
more in being too short: four out of ten thought they were 
too short* only one in ten too tall. Only girls in the 12-13 
year age group were dissatisfied with their height. 

As to weight* boys were more concerned about 
being underweight (31%) than overweight {22%). On the 
other hand* girls were more concerned about being over- 
weight {34% ) than underweight {24% ). In another measure 
of concern about growth and development, four in ten 
reported weighing themselves less than a week prior to the 
interview, and seven in ten within a month before the inter- 
view: there were no differences between boys and girls in 
this respect. 

Findings from Medical Examinations 

At the examination, more boys were judged as un- 
derweight {21%) than as obese (11%); the proportions of 
examined girls judged as underweight and obese at exami- 
nation were virtually identical (15% and 16%, respec- 
tively). Data from the medical examinations conducted at 
Harlem Hospital indicate that the mean measured height 
was 63 inches among 12-15 year old boys and 62 inches for 
girls. Mean weights taken during the medical examination 
were 1 1 5 pounds for boys and 1 1 8 pounds for girls. The 
similarity in measurements taken of boys and girls 12-15 
years old is striking: boys were one inch taller* girls were 
three pounds heavier. More specifically* at ages 12-13* girls* 
weight and height actually exceeded boys*: by ages 14-15* 
boys were taller and heavier than girls. Krogman (1970) ob- 
tained comparable results regarding the relative height and 
weight of black boys and girls aged 1 2-15 in Philadelphia. 

Correspondence Between Self-Reports and Physical 
Measurements of Height and Weight 

There was close correspondence between the 
average height reported in personal interviews and 
measurements taken at medical examination. This lends fur- 
ther support to the observation that adolescents are valid re- 
porters of their own health status. The average height 
reported by 12-15 year old boys was 64 inches: 62 inches 
among girls. The medical examination showed boys with an 
average height of 63 inches and girls 62 inches. Average 
weights were also similar: boys reported that they weighed 
1 17 pounds on the average and girls 1 18 pounds: whei: ac- 
tually weif.hed at the examination* boys averaged 115 
pounds and girls 1 18 pounds. Thus, height reported by the 
boys in interviews averaged one inch over the 
measurements taken of three-quarters of them at the medi- 
cal examination. There was no difference between the 
average of girls* self-reports and of measured height (based 
on the four-fifths of them who were examined). With regard 
to weight, boys reported themselves two pounds heavier on 
the average than was recorded at examination: the average 
weight of girls reported on interview and measured at exam- 
ination did not vary.. 

More boys were judged underweight than over- 
weight by the physicians at the medical examination* which 
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confirms what the boys ihemselves reported. While the 
proportions rated and rating themselves underweight were 
not far apart (27% and 31 % . respectively), there was more 
concern among the boys about obesity (22%) than might 
have been indicated by professional judgment (11%). Con- 
cem among girls about obesity was also greater than the ob- 
jective evidence from physicians' appraisals (34% consid- 
ered themselves overweight while physicians rated 16% 
obese at medical examination). To a lesser extent, the con- 
cern among girls about being underweight (24% on self- 
report) was not matched by physicians' evaluation (15% 
were rated underweight at medical examination). 



Summary 

Data have been presented here which elaborate on 
the nature and occurrence of five common health problems 
in adolescence. The chief findings have been summarized 
above. What may be particularly worth noting again arc 
the data concerning visual problems. While better than a 
third of the girls and a quarter of the boys have eyeglasses, 
more need them than have them; substantial numbers in- 
dicate that they are not wearing their glasses as much as 
they are supposed to; and an estimated third of (hose with 
eyeglasses do not have sufficient correction. 



Chapter VII 
Health Attitudes and Behavior 



The preceding chapters were concerned with the 
health status of adolescents in Harlem, based on interviews 
and medical examinations. Adolescents' views about 
health — what they consider important health probtems. how 
they perceive health itself, what they believe to be good and 
bad health practices, the things they themselves do (apart 
from getting medical care) which may affect their health — 
these will be discussed here. The source for these data was the 
personal interview, during which considerable attention was 
given to health attitudes and practices. 

This emphasis needs little justification. It is now 
considered axiomatic that planning for improvement in the 
delivery of medical care is not just a matter of determining 
health care needs and then providing the resources to meet 
those needs; also to be taken into consideration (for all but 
infants and young children) are attitudinal and behavioral 
factors with significance for the maintenance of health. 
What does •health * mean in a particular population — here, 
young blacks? What is perceived as threatening to health? 
What do adolescents do to maintain their health? These 
questions have rarely been touched upon in the literature on 
adolescent health. (Of equal significance is how young peo- 
ple perceive and utilize health services — the health profes- 
sionals and institutions which serve them; however, discus- 
sion of this particular issue is reserved for the next chapter, 
which deals with medical care.) 

Perceptions of Neighborhood Health Problems 

This information was obtained by means of an indi- 
rect technique frequently used in survey research. Young- 
sters were asked. "What do you see as some of the biggest 
health or medical problems for young people like yourself 
living around here?" There were four problems mentioned 
by at least one in ten of those interviewed: drug abuse, 
smoking cigarettes, drinking, and unsanitary living condi- 
tions. First, in order of importance, was drug abuse. This 
was mentioned by approximately half of the 12-15 year 
olds, with girls somewhat more likely to mention it than 



boys.^ Just how salient the question of drug abuse was to' 
youngsters is illustrated by the following comments made to 
interviewers: 

Everybody seem to be taking dope around here. (12 year 
old boy) 

You have to grow up around here with all these addicts. 
And if you see someone else doing it. it may seem like fun 
and you try it. (13 year old boy) 

Young boys and girls of 15 and 16 [are] taking dope. (13 
year old girl) 

The worst problem around here is trying to get young peo- 
ple off drugs. (15 year old boy) 

Cigarette smoking vas mentioned by one-fifth of the 
sample as a major health problem of their contemporaries. 
Drinking and drunkenness were cited as major health 
problems by one-tenth of the boys and girls. Illustrative of 
their comments are the following: 

A lot of people like to get drunk or high and it affects their 
health by slowing them down. ( 1 3 year old boy) 

The men get drunk and fall out in the streets and bust their 
heads ( 1 3 year old boyi 

Unsanitary living conditions were cited by another 
tenth of the sample in comments like these: 

There are too many roaches, rats and flies in the projects.... 
The streets arc always dirty. ( 1 5 year old boy) 

People live in buildings that are all messed up. (14 year old 
boy) 

Most of the littlf: children go outside and play right on the 
avenue with the trash and garbage spilled all over. ( 1 3 year 
old girl) 

Conceptions of Health and Personal Health Concerns 

The first question using the word • health" in the 
personal int.:rview was. "How would you describe a healthy 
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person?" The behavior mos! frequenily associated wiih 
being healthy was physical activity, endurance, agility, and 
stamina, as the following replies suggest: 

A person who has a lot of energy — someone who plays 

around a lot — plays tennis and swims. 

They have more loose joints. 

Like activities keep them healthy— they take gym, go swim- 
ming. 

He isn't short-winded — he could do a lot of things without 
getting so tired. 

Four in ten youths, and boys (48% ) more than girls 
(32 9f), mentioned some aspect of physical activity when 
describing a healthy person. Three in ten youths associated 
being well-built with being healthy, boys (329f) slightly 
more than girls {269c). Closely allied was the concept of 
strength, an idea expressed by a quarter of the 12-15 year 
olds, and boys {2SVc ) more often than girls ( 1 89f ) High on 
the list of ideas associated with being healthy were matters 
relating to diet: nearly a quarter mentioned eating the right 
food or a balanced diet: one in eight talked about eating the 
right amount and having a good appetite. 

Resistance to disease (not getting sick) and the ab- 
sence of either disease or physical impairment were men- 
tioned by 20 per cent and 16 per cent, respectively. Cleanli- 
ness — about the person and his living conditions — was a 
theme mentioned by about one in ten when he described a 
healthy person. 

These same themes appeared in replies to a question 
concerning what adolescents would like to discuss with a 
doctor if they had the chance to ask him anything they 
wanted. Foremost on the list, mentioned by one in five of 
all 12-15 year olds and by boys {237c) more than girls 
(1490. were questions concerning their general state of 
health: 

How is my health coming along? 
Ask him how I feel. 

Ask him was I in shape— do I have any disease or any- 
thing? 

Am I healthy now? 

Nine per cent would like to discuss their weight with 
a doctor: 

To look at my stomach to see if Vm overweight. 

I have been trying to lose weight — ! would like to ask him if 
I should and, if not. why not? About weight — losing weight 
and gaining — how it works. 

How to avoid illness and stay healthy were questions 
that seven per cent of these youths said they wanted to talk 
over with a doctor. 

When youngsters were asked how often they 
thought about their health, three-quarters said they thought 
about it "often" or " sometimes." These youngsters then 
were asked what they thought about and their replies 
provide additional insight into adolescents' conceptions of 
health. One in six thought about his health in general: 

Will I ever be sick like some children I know? 

I think about me and what's going to happen to me — I can't 
say my health don't bother me. 

I think about how healthy I am or should be — I try to think 
about why I am so iazy at times. 



I think about getting a medical check but then I don't go. 

A similar proportion thought about getting sufficient 
exercise and keeping in shape (22% of the boys and 7% of 
the girls): their weight, usually about not getting fat (109^ of 
the boys and 209c of the girls): eating the right food {\09c of 
the boys and \19c of the girls): and about ways of protecting 
their health and avoiding illness {\09c ). 

Adolescent health concerns are reflected in 
responses to another question thai did not ask about health 
but rather what, if anything, adolescents would like to 
change about themselves. Among that half of the sample 
who would like to change themselves in some way. nearly 
one-quarter said they would like to change their weight: 
one-sixth — boys and girls equally — said they would like to 
change their height: one-eighth mentioned changing their 
general appearance; and approximately one-tenth — almost 
all of them girls — said they would like to change their hair. 

Important in people's conceptions of heath are their 
beliefs about the preventibility of illness and/or the inevita- 
bility of illness. Three questions in the personal interview 
tapped these attitudes. Nine in ten Harlem adolescents 
believed that being healthy was mainly a matter of taking 
proper care of themselves. However, three-quarters believed 
that, regardless of how careful a person is. he could expect a 
considerable amount of sickness in his lifetirtie: better than 
half felt that there was not much a person could do to avoid 
illness. 



Personal Health Behavior 

Given these conceptions of and attitudes toward 
health, what do youngsters regard as "good" or "bad" about 
their own health practices and what are they doing from 
day to day to maintain their health? 

In the personal interview, adolescents were not 
asked about their own use of drugs. However, it is worth 
noting that when they were asked about things they them- 
selves did that were not good for their health, one per 
cent — boys and girls alike — volunteered the information 
that they were using drugs. ^ 

There were no such constraints in asking about ciga- 
rette smoking and drinking. Boys and girls were quite alike 
in the proportions who said they smoked: about one in six 
of the 12-15 year olds and a much greater proportion of the 
16-17 year olds {509( of boys and 629c of girls) said they 
were smoking cigarettes. Indeed, both the proportion of 
smokers and the number of cigarettes smoked grew steadily 
with age. Approximately three out of ten smokers 
(representing one in twenty of all 12-15 year old black 
youngsters) reported smoking at least half a pack of ciga- 
rettes a day. (This may be compared with national data on 
teenage smoking for 1970. according to which 89f of 12-18 
year old boys and 59c of girls this age were smoking half a 
pack or more of cigarettes daily; unpublished data from the 
National Clearing House for Smoking and Health.) The 
proportion of older adolescent girls in Harlem who smoke 
is higher than generally found (Public Health Service. 
1969). 

The salience of cigarette smoking as a health 
problem to youngsters in Harlem is illustrated by their 
responses to a question about things they did that were not 
good for their health. One in ten mentioned his own smok- 
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ing. After eating habits, this was mentioned most frequently 
as behavior which was bad for health. Responding to anoth- 
er question, among those youngsters who reported that they 
think about their health, one in twenty was sufficiently con- 
cerned about his smoking to mention it as something he 
thinks about; practically all who gave this reply were boys. 

As to their own drinking behavior, more girls than 
boys in the 12-15 year old age group (209^ and 12%. 
respectively) reported that they drank wine, beer, or other 
alcoholic beverages. As may be expected, drinking 
increased with age — and 16 and 17 year old boys were con- 
siderably more likely to drink than girls: 56 per cent of the 
boys this age and 34 per cent of the girls drank some alco- 
holic beverage. Regarding the salience of drinking as a 
health concern, when asked what they do that might be bad 
for their health, one per cent volunteered that they drank 
too much. 

What do youngsters do that they consider good for 
their health? Themes they expressed when describing a 
healthy person and their personal health concerns recurred 
in accounts of their own health practices: exercise and phys- 
ical activity, bodily appearance, diet and weight, resistance 
to disease, and cleanliness. 

Physical activity was most prominent among the 
things they reported doing that were good for their health. 
Four in five youngsters mentioned something in the way of 
physical exercise: 

I play basketball almost every night — I walk a lot. 

Exercise — perhaps for one hour. 

I play — I dance. 

Track, swimming — improve your muscles — build you up 
inside — make your muscles stronger. 

I go with my friend to the park— climb mountains and stuff 
like that. 

The difference between boys and girls was not as 
great as might be expected with regard to the frequency of 
mentioning exercise as one of their good health practices 
(879f ofboysand727f of girls). 

The association of physical activity and health was 
demonstrated also in replies to an inquiry about poor health 
practices — things youngsters said they did that were twt 
good for their health. In contrast to the 80 per cent who 
mentioned getting exercise as something that contributed to 
their health, one in twenty felt that he did not get sufficient 
exercise. 

Evidence has already been presented regarding 
young people's concern about bodily appearance and body 
image, a consideration which might properly be recognized 
as underlying certain other replies — for example, the 
frequent references to exercise and physical activity already 
described and the emphasis on weight, diet, and eating pat- 
terns to be discussed next. 

In their descriptions of a healthy person there was 
more frequent reference to the kind than to the amount of 
food eaten. In talking about their own health practices, ado- 
lescents again referred more often to the kind than to the 
amount of food they ate — although both were mentioned 
with frequency. Four in ten of 12-15 year old youths said that 
one of the good things they did for their health was to eat the 
correct food. Girls more often than boys mentioned that they 
ate the right amount of food (329f and 20%, respectively). 

Yet. in terms of criticizing their own health habits. 



one in five (22%) felt that he ate too many sweets — girls 
(25%) slightly more often than boys (18%); almost 10 per 
cent referred to other improper foods that they ate (again 
girls were more likely to refer to eating the wrong food than 
boys). When asked about things they did that were harmful 
to their health, equal proportions of girls and boys, about 
one in fourteen, reported that they did not eat enough or 
that they skipped meals. 

The interview also included direct questions about 
eating patterns. About half of the 12-15 year olds were sat- 
isfied with the amount of food they ate; four in ten thought 
they ate too much; one in ten that he did not eat enough. 
About half of the girls and better than a third of the boys 
reported that they ate more in snacks than in meals. More 
girls (19%) than boys (8%) reported eating about the same 
amount in snacks as in meals. Thus, in answer to direct 
questions, it appears that more girls than boys had inade- 
quate eating patterns: or perhaps girls were more aware 
than boys of such patterns. Hardly any of these youngsters 
(7%) reported that they had ever been on a special diet — 
either medically or self-imposed. 

Special questions were included to obtain a picture 
of nonalcoholic beverage drinking patterns. About six in 
seven of these youths said they drank some milk daily; four 
m ten drank at least three glasses a day. Daily consumption 
of soft drinks was slightly lower than that of milk. Almost 
equal proportions had at least one soft drink daily (82% 
drank soda compared to 85% who drank milk); one-fourth 
had three or more soft drinks daily. In Table VIM. milk and 
soft drink consumption are compared. 

One in seven said he drank coffee daily, and three 
per cent drank more than one cup of coffee in a day. More 
tea was drunk than coffee, with four in ten reporting daily 
tea consumption, girls more than boys. One in seven drank 
two or more cups of tea a day. Only one in twenty reported 
no regular pattern of drinking water daily: four in ten said 
they drank at least five glasses of water in a day. 

One in eight of the youngsters cited cleanliness 
among their good health practices. As noted earlier, in addi- 
iion to associating personal cleanliness with being healthy, 
unsanitary living conditions were also identified as a health 
problem. The interview included three direct questions that 
bear on living conditions. One inquired about the frequency 
of garbage removal: 15 per cent did twt report daily gar- 
bage collection or access to an incinerator. Another ques- 
tion dealt with the adequacy of heat in the winter time: 
three in ten said they did ftot have enough heat. The third 
question asked about the supply of hot water in the build- 
ings: about a quarter reported insufficient supplies of hot 
water. 

In discussing their health practices, youngsters 
sometimes talked about the amount of sleep they got. One 
in five, somewhat more girls than boys, mentioned sleep as 



Table VII>1~Daily Drinking Patterns (Nonalcoholic) 

Black Youth 12-15 Years 





Alt 


Boys 


Girts 


Mean number glasses of milk 


2.27 


2.40 


2.10 


Mean number of soft drinks 


1.85 


1.78 


1.93 
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something they did that was gcxxi for their health. Insuf- 
ficient sleep was mentioned third most frequently as one of 
their poor health practices, after diet and smoking. Seven 
per cent of all the 12-15 year olds were critical of their own 
sleep patterns. 

How much did they actually sleep? The mean 
number of hours on weekday nights was close to nine hours 
and almost two thirds slept this much.^ Boys were some- " 
what later risers than girls. 

Nine in ten of these youths slept in a bedroom; 
about one-third slept in a room by themselves; four in ten 
slept in a room with one other person. About one in twelve 
slept in a room with at least three other people. Questions 
about sleep disturbance have been discussed in Chapter V 
in connection with psychosomatic indicators of emotional 
problems. There it was noted that more girls reported 
trouble falling asleep (35%) than boys (22%), a>«d slightly 
more girls reported being disturbed by bad dreams (22%) 



than boys (18%). Since girls were not more likely to sleep 
in rooms with others (78% of the girls slept in a room by 
themselves or with just one other person compared to 69% 
of the boys), their greater sleep problems would not appear 
to be a function of less comfortable sleeping space. 

Summary 

This investigation into conceptions of health, health 
concerns and health practices among 12-15 year old adoles- 
cents in Harlem showed considerable awareness of these 
matters. Drugs, smoking, drinking, and sanitary conditions 
were foremost "public" health concerns to them. Physical 
activity, bodily appearance (including strength and weight), 
diet, resistance to disease, cleanliness and sleep were matters 
most likely to be discussed in connection with personal 
health practices and behavior. All but sleep figured 
prominently in adolescents' ideas of what it is to be healthy. 



Chapter VIII 
Medical Care Utilization 



As noted earlier, one of the underlying assumptions 
in this study was that adolescents in Harlem present 
numerous unmet needs for health care. Determining those 
needs has to do with what their health problems are and 
what care they have received for those problems. Put sim- 
ply, the need for medical care in this (or any) population 
may be expressed in terms of the difference between the 
two. The first of these, health problems, has b.een described 
in an earlier chapter (V). The second, utilization of health 
services, is dealt with here. 

In considering adolescents' utilization of medical 
care facilities, it is important to be mindful of Harlem's 
disadvantage in available resources.* The utilization of 
health services depends on needs for care, but it also 
depends on the availability of these services. (Attitudes 
about health and health care are also involved and they will 
be discussed in Chapter IX.) This chapter deals with when, 
where and how often adolescents utilized medical services, 
and also with whether they sought care for the specific 
health problems they reported. Information about these 
matters was derived from interviews with adolescents. 

Use of Medical Services: Reported In Persoitaflnterviews 

Almost half of the 12-15 year olds reported that 
they had seen a physician within six months prior to their 
interview; 70 per cent of them had visited a physician at 
least once during the year prior to interview. (This may 
be compared with National Health Survey findings for 
1968, accordmg to which 67% of white and 55% of 
nonwhiie youngsters 5-14 years of age, nationwide, had 
seen a physician during the previous year; National Center 
for Health Statistics, 1971a). In the Harlem sample only 



one in ten reported that he had not seen a physician within 
the past two years. 

Youngsters were also asked to estimate the number 
of times they had visited a physician during the year before 
their interview. (Such retrospective estimates are, of course, 
subject to error.) One in eight of the 12-1 5 year olds said he 
had not visited a physician at all during the previous year; 
one-quarter reported one visit, and half had seen a 
physician two or more times during the preceding year; 
another ten per cent had seen a doctor at least once during 
the year but were 'unable to recall the number of times. 
(Findings from the National Health Survey show 2.8 
physician visits per person among whites 5-14 years of age 
and 1.7 physician visits among nonwhites in 1968; National 
Center for Heath Statistics, 1971a.) Adolescents in Harlem, 
aged 12-15, reported an average of 3.1 doctor visits during 
the year before interview, 2.7 by the boys and 3.5 doctor 
visits by the girls. Thus boys in Harlem visited doctors as 
often as the national sample of white children; adolescent 
girls in Harlem visited the doctor more often than white 
children, nationally, and more often than boys in Harlem 2 

Three out of ten youngsters said they "ever" see a 
physician for a checkup when there is nothing especially 
wrong with them. Among this group, in turn, four in ten 
reported that they get checkups at least twice a year and 
eight in ten at least once a year. Among those who said that 
they never get such checkups, nine in ten said they would 
like to. Boys and girls showed no differences. 

Where do adolescents in Harlem generally get medi- 
cal care? One in four of the 12-15 year olds indicated that 
they had a private physician (girls slightly more then boys). 
Another eight per cent reported that there was one 
physician whom they usually saw in a clinic or other health 
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facility. One-third of the youngsters reported a ' usual** 
place for receiving medical care but not a private or a 
"usually seen** physician. Harlem Hospital was named as 
the usual source of medical care by !9 percent and all other 
outpatient facilities or health centers by 25 per cent. One in 
three said he had no regular source of care. 

Schools are sources of medical care and of referrals 
for care. Approximately four in ten of the 12-15 year olds 
reported that they had been given an examination by a 
school physician during the previous year. Furthermore, 
when youngsters were asked where they had last had their 
eyes checked, almost half (46%) mentioned school, boys 
somewhat more often than girls (50% and 41%. respec- 
tively). Eye examinations i^ schools are often conducted by 
classroom teachers and not all of them can be classified as 
medical care. 

More than a quarter of the adolescents (28%) 
reported visits to a physician's office for their last eye exam- 
ination, girls more often than boys. About one in ten said 
he had last had his eyes checked at Harlem Hospital or 
some other hospital clinic and a similar proportion at one of 
tK? New York City Department of Health stations. About 
oi c in ten had most recently had his eyes checked two or 



more years ago, and four per cent said their eyes had never 
been checked. 

Seven in ten adolescents reported that their parents 
had made appointments with physicians for them; appoint- 
ments were arranged through school for about one in six. 
Only one in twenty youngsters 1 2-15 years old said he made 
his own medical appo ntments. 

Approximately four out of ten youngsters reported 
that they had stayed in a hospital overnight or longer at 
least once since birth. One in seven reported two or more 
such hospitalizations, and just about one in twenty said he 
had been in a hospital three times. 

Regarding the utilization of services at Harlem 
Hospital — the major single provider of hospital care to the 
Central Harlem community — six in ten youngsters said they 
had used the clinic services at the Hospital at least once, 
nearly a third had visited it at least three times, and one in 
eight ten times or more. Boys had used the clinic facilities at 
Harlem Hospital somewhat more than girls had. More than 
a third of the 12-15 year olds had used the emergency room 
facilities at this hospital; one in eight had been there at least 
three times. There was little difference between boys and 
girls in the frequency of their visits to the emergency room. 



Table VIII-1-4Jtilization of Physician Services* - Reported in Personal Interviews (in Cumulative 
Proportions) 



Black youth: 12-15 16-17 



Number of conditions for which 


AM 


Boys 


Qlrit 


Boys 


Girts 


physician was contuited 


(542) 


(297) 


(245) 


(52) 


(74) 


Four or more conditions 


7% 


4% 


9% 


8% 


13% 


Three or more conditions 


12 


9 


14 


16 


21 


Two or more conditions 


23 


19 


27 


22 


35 


One or more conditions 


44 


37 


52 


52 


62 



* Figures are based on the total sample, not only on those reporting one or more conditions 



Table VIII-2— Physician Consultations for Frequently Reported Health Problems 

Black Youth 12-15 Years 
All 12-15 Boys Girts 





#wlth 


% saw doctor 


# with 


% saw doctor 


#wlth 


% saw doctor 


Condition 


condition 


for condition 


condition 


for condition 


condition 


for condition 


Asthma, wheezing 


48 


81% 


26 


88% 


22 


73% 


Hayfever or other allergy 


46 


57 


23 


61 


23 


52 


Long-lasting cough 


51 


47 


29 


45 


22 


50 


Skin problem 


71 


46 


17 


53 


54 


44 


Repeated sore throats 


66 


44 


26 


42 


40 


45 


Frequent colds 


101 


42 


44 


43 


57 


40 


Trouble hearing 


36 


42 


12 


42 


24 


42 


Repeated sinus trouble 


42 


40 


18 


44 


24 


38 


Shortness of breath 


37 


38 


15 


40 


22 


36 


Dizziness, fainting 


33 


36 


14 


57 


19 


21 


Chest pains 


59 


34 


26 


35 


33 


33 


Repeated nosebleeds 


53 


34 


35 


29 


18 


44 


Repeated headaches 


94 


28 


51 


27 


43 


28 


Stomach pains 


85 


28 


35 


26 


50 


30 


Vomiting 


52 


27 


19 


5 


33 


39 


Backaches 


34 


21 


11 


36 


23 


13 


Speech problems 


68 


15 


36 


22 


32 


6 


Shaking or trembling 


40 


15 


16 


6 


24 


21 



ADOLESCENT HEALTH IN HARLEM 33 



Table VIII-3 — Physician Consultations for Infrequently Reported Health Problems 



AM 12-1S 





# wHh 


% taw doctor 


Condition 


condition 


for condition 


Tuberculosis 


1 


100 


Rheumatic fever 


2 


100 


Jaundice, hepatitis 


1 


100 


Anemia 


6 


100 


Gonorrhea 


1 


100 


Hernia or rupture 


5 


80 


Long-lasting bronchitis^ 


10 


70 


Heart conditions 


16 


63 


Frequent earaches 


28 


64 


Deformity or permanent stiff* 






ness in extremities* 


6 


50 


Heart thumping hard, racing 


21 


48 


Worms or parasites 


5 


40 


Difficult or frequent urination 


8 


38 


Frequent constipation 


19 


16 


Frequent diarrhea 


10 


10 


Other trouble with limbs 


10 


10 


Bed wetting 


14 


7 


Indigestion 


18 


6 


Blood in bowel movement 


7 


0 


Blood in urine 


2 


0 



Second year only. 



Black Youth 12-15 Yearr 

Boys Girls 

# wilh % taw doclor # wilh % taw doctor 

condilion for condilion condition for condillon 



1 


100 










2 


100 


1 


100 






2 


100 


4 


100 






1 


100 


2 


100 


3 


67 


5 


60 


5 


80 


4 


75 


12 


58 


12 


50 


16 


75 


5 


40 


1 


100 


4 


75 


17 


41 


1 


100 


4 


25 


4 


50 


4 


25 


6 


33 


13 


8 


4 


25 


6 


0 


6 


17 


4 


0 


9 


0 


5 


20 


6 


0 


12 


8 


2 


0 


5 


0 


1 


0 


1 


0 



Approximutcly onc-fiflh had stayed ovcrnighl or longer at 
least once in Harlem Hospital, wilh boys somewhat more 
likely to have done so than girls. 

Medical Care Sought for Health Problems Reported in 
Personal Interviews 

In addition to determining whether youngsters 
reported experiencing certain specific health problems 
during ihe previous year, ihe inlcrview obtained informa- 
tion about whether they had ever seen a physician for those 
problems. The conditions reported varied widely in terms 
of seriousness (however defined) and a simple count of the 
number of reported conditions for which a physician was 
consulted provides only a general picture of the utilization 
of medical services. Fewer than half {44Vf ) of the adoles- 
cents said they had seen a physician about any of the 45 
health problems mentioned in the interview, even though 75 
per cent reported having at least one of these problems 
(829r of the girls and 109f of the boys) and the mean 
number of conditions reported was 2.8 (3.5 for girls and 2.2 
for boys). More girls than boys had seen a physician about 
at least one reported health problem (52^ of the girls and 
379f of the boys), almost the same difference as in the 
proportions who reported that they had at least one health 
p»-oblem. 

Medical care had been sought more often by girls 
than by boys (Table VlIM) which is pot unexpected since 
they reported more medical problems. The data show that 
once they reported a health problem, boys and girls did not 
differ in seeking medical care for it. There were some con- 
ditions for which bo>s were more likely than girls to have 
obtained care. (Table VII 1-2) 



The number of conditions for which care was sought 
provides a general measure of the level of medical care 
utilization. Relating physician visits to specific reported 
health problems provides additional information about the 
care received. Since some problems are more serious than 
others, they are more likely to get attention under almost 
any circumstances. Furthermore, there is not necessarily a 
positive relationship between the frequency with which a 
particular health problem is reported and the likelihood that 
a physician will be consulted: some relatively uncommon 
health problems may get more attention than the more 
common ones. This is illustrated in Tables VIII-2 and VII 1-3. 

Table VIII-2 shows the rates of physician consulta- 
tions for the more frequently reported health problems. 
Four-fifths of the adolescents reporting asthma or 
wheezing said they had seen a physician for that condition, 
boys somewhat more often than girls. About half reporting 
hay fever or some other allergy had consulted a physician, 
as had those with a long-lasting cough, skin problems, 
repeated sore throats, frequent colds, and trouble with 
hearing. About a third of those reporting shortness of 
breath and chest pains said they had seen a physician for 
these problems. (Boys and girls differed only slightly in the 
frequency with which they say they saw physicians for these 
conditions.) Speech problems, dizziness or fainting, and 
backaches were problems that boys were more likely to 
have consulted a doctor about than girls. On the other hand, 
girls who reported vomiting or shaking and trembling 
tended to have seen a physician about these problems more 
often than boys. 

Table VlII-3 lists infrequently reported health 
problems (reported by approximately 5^ or fewer of the 
12-15 year olds) and the proportion of youngsters who saw 
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Table VIII-4--Frequency of Self-Raported Conditiont and S0lf'R»port»d Doctor Visif (from Ptmomil Inf ivtew) 









Black Youth 12-15 Yoart 








All 12-1S 


Boys 


Girit 






Ptrctnt 


Porctnt 


Parctnt Pcrctnt 


P«rctnt 


Ptrctnt 


Condition 


roporting 


Mw doctor 


rtporting taw doctor 


rtportino 


law doctor 




(542) • 


(542)« 


(297) • {297)" 


(245)« 


(245) • 



Eye trouble 


26 


9 


20 


0 


32 


1^ 


Frequent colds 


20 


8 


16 


A 
w 




a 

9 


Repeated headaches 


18 


5 


18 


5 


18 


C 


Nervous or emotional problems 


17 


1 


13 




23 


1 


Stomach pains 


16 


4 


12 


3 


21 


w 


SIcin problems 


14 


6 


6 


3 


25 


10 


Speech problems 


13 


2 


13 


3 


14 


1 
1 


Repeated sore throats 


13 


5 


9 


4 


18 


a 
o 


Chest pains 


11 


4 


9 


3 


14 


c 


Pains in legs or arms ^ 


14 


3 


12 


3 


16 


3 


Repeated nosebleeds 


10 


3 


12 


3 


8 


3 


Long-lasting cough 


10 


4 


11 


4 


9 


^ . ^ 5 


Asthma, wheezing 


10 


7 


9 


8 


10 


7 


Vomiting 


10 


3 


6 


• 


15 


c 


l^ay fever or other allergy 


9 


5 


8 


5 


11 


c 

9 


Repeated sinus trouble 


8 


3 


6 


3 


10 


4 


Shaking or trembling 


8 


1 


5 


• 


10 


2 


Trouble hearing 




3 


4 


2 


10 


4 


Shortness of breath 




3 


6 


2 


9 


3 


Backaches 




1 


4 


1 


10 


1 


Dizziness, fainting 




2 


5 


3 


9 


2 


Frequent earaches 




3 


4 


2 


7 


5 


l^eart thumping hard 




2 


1 


1 


8 


3 


Frequent constipation 




1 


2 


1 


6 


• 


Long-lasting bronchitis ^ 




3 


3 


2 


4 


3 


Other problems with lower iimbs^ 




• 


4 


1 


3 




Indigestion 


3 


• 


2 




5 


• 


Bed wetting 


3 


• 


3 




2 


• 


Heart conditions 


3 


2 


2 


1 


5 


3 


Anemia 


2 


1 


1 


1 


2 


2 


Frequent diarrhea 


2 


• 


1 


• 


2 




Urination problems 


2 


1 


1 


1 


2 


• 


Deformity or stiffness in limbs, 














extremities, back ^ 


2 


1 


3 


1 


1 


1 



'The base for etch percentage varied slightly according to the numbers answering. 

^ First year only. 

^•Second yea' only. 

* Less than half of one per cent. 



a physician for them. This tabic includes infrequently 
reported symptoms which may be significant but for which 
care was seldom sought, such as frequent diarrhea, blood in 
bowel movement, worms or parasites, frequent constipa- 
tion, indigestion, difficulty or frequent urination, blood in 
urine, bed wetting, deformities and other difficulties with 
limbs or back. 

The differential pattern of medical care utilization 
according to condition can be viewed in another way. The 
frequency with which problems were reported can be com- 
pared with the proportions of all adolescents (rather than of 
those with the conditions) who said they had seen a 
physician about these problems. (Table Vlll-4) 

The discrepancy between the proportions who 
reported a problem and who consulted a physician for it are 
one set of findings to consider in setting priorities based on 
needs for medical care. The greatest discrepancies occurred 



in headaches, skin problems, speech problems, repeated 
sore throats, chest pains and other respiratory problems, 
repeated nosebleeds, digestive problems (including 
vomiting and constipation), musculoskeletal disorders 
(especially backaches and problems with lower limbs), 
neuromuscular disorders (shaking and trembling, dizziness 
and fainting), anu trouble with hearing — especially among 
girls.^ 

Summary 

What was learned about utilization in this study? As 
reported in personal interviews, utilization of medical serv- 
ices for specific health problems seldom reached as high as 
50 per cent of those reporting any one health problem. The 
one exception was asthma and wheezing: four in five young- 
sters with that problem had at some time consulted a 
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physician for il. Boys and girls reported simiJar pallcrns of 
utilizing medical services in lerms of ihe recency and 
frequency of visits lo physicians and ihcir usual source of 
care. The few measures which permitted some comparison 



with nationwide data suggest that 12-15 year olds in 
Harlem have a relatively higher than usual rate of physician 
contacts. Despite this, a great many of their reported health 
problems remain medically unattended. 



Chapter IX 
Attitudes Toward Medical Care 



As suggested in the preceding chapter, more is in- 
volved in studying the utilization of medical services than 
counting the number of times people visit physicians, or the 
interval since their last visit. Utilization involves (I) the 
availability of health services and (2) attitudes — including 
perceptions of need (motivation), perceptions of health serv- 
ices, and attitudes toward the use of medical care.' Pat'<*rns 
and extent of utilization of services were discussed in the 
preceding chapter. To be discussed here are findings con- 
cerning the atUtudinal component of medical care utiliza* 
tion. Included in information about youngsters' satisfaction 
with services received, attitudes and preferences regarding 
the major providers of medical services — physicians, and 
reactions to the medical examination offered as part of this 
project. All but the last were obtained from personal inter- 
views with adolescents. Their reactions to the medical ex- 
amination were recorded on a self-administered question* 
naire which each adolescent completed at the conclusion of 
his examination. 

Perspicthres on Medical Cire 

The personal interviews included questions about 
adolescents* satisfaction with the medical care they had 
received and their perceptions and preferences regarding 
the major figures in the delivery of health care — nurses and 
doctors. 

Among the two-thirds of the 12-15 year olds who 
named a private physician or other usual source of medical 
care, the great majority (869^) rated the care as "excellent" 
or ••good." One in seven considered the care he received as 
just "fair" or "poor." with more boys than girls giving this 
reaction. 

However, only about half of the adolescents rated 
the health care provided them by the school doctor or nurse 
as ' excellent" or "good." Approximately one-quarter rated 
it as "fair" or "poor," and an equal proportion had no 
opinion. Approximately six in ten rated Harlem Hospital 
"excellent" or "good"; four in ten rated it as "fair" or 
•poor."* 

Regarding their perceptions of physicians in general, 
all youngsters were asked, "What things do you like about 
doctorsT* and also, "What things don*t you like about 
doctorsT* In answer to the first question, half the youngsters 
commented that they liked physicians because "they cure 
you" or they "get you well." One in ten referred specifically 
to the physician's skills in diagnosis; "They find out what's 



wrong with you"; "They check you all over, not just the 
place that hurts." 

About one in six referred lo something in the 
physician's attitude or mann-:r that they liked: "They treat 
you nice"; "Sometimes when they examine you. they joke 
with you"; "You can tell your problems to them." 

A few youngsters (4%) spontaneously voiced appre- 
ciation of physicians' verbal explanations and advice: "They 
always answer your questions, and they try to tell you the 
best way they can": "Everything he puts on me. he explains 
what it is." 

A few youths noted that physicians "try not to hurt 
you": "They tell you to be calm and relax so that the needle 
won't hurt"; "When you get the needle they always tell 
you it won't hurt — sometimes they give you a lollipop if 
you don't cry." 

One in four youths did not mention anything that 
they liked about physicians. 

Concerning what youngsters do not like about 
physicians, foremost were painful types of care — needles, 
shots, injections, and stitches. Slightly better than one in 
three commented about these things: "Sometimes they give 
you needles when you don't want none"; "Their needles — 
that thing sticks me and hurts." 

About one in ten referred to some other aspect of 
physicians' care which he did not like: "Different kinds of 
medicines they give you — when I got out of hospital about 
five years ago. they gave me 12 kinds of medicine"; "You 
know something is wrong with you — you want to find out 
and they won't tell you"; "They don't want you to have 
your favorite food when you're on a diet." 

Seven per cent of the youngsters noted something 
about a physician's attitude or manner they did not like, 
while six per cent felt that the physician did not care 
enough or was not sufficiently concerned about the young 
person whom he treated: "Some are mean. They talk down 
to you when you can understand — treat you like a baby" 
"Some don't care about you"; "They take too long to wait 
on patients that are really ill." 

Almost one girl in ten said she did not like or did 
not feel comfortable when being examined by a male 
physician: "Sometimes if they arc men you hesitate to tell 
them something"; "I don't like men doctors to check up on 
me — I feel ashamed for men doctors to look at you." 

A few young people mentioned that physicians 
handled a person roughly or were careless and made mis- 
takes. Nearly half said that there was nothing that they did 
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not like about physicians: more girls than boys were criti 
cal. Girls* greater criticism of physicians and their dif 
fidencc about male physicians were the major differences 
between them and boys in their attitudes toward physicians. 

Regarding how promptly youngsters consult a 
physician when they do itot feel well, a tendency to post* 
pone physician visits was indicated in answers to the follow 
ing question during the interview: *in general, when you're 
not feeling well, do you usually see a doctor right away, or 
do you wait a while to see if it will go away, or do you 
usually put off seeing a doctor as long as you possibly can?** 
Hardly one in ten replied that he saw a physician right 
away: three-quarters said they waited a while: and one in six 
indicated that he put it off as long as possible. 

Prefirtncts Rf|inling Oilhrtry of Midical Sinricts 

The personal interview included a direct question 
about ihe preferred sex of physicians: 'if you could choose 
I he doctor you go to for an examination, would you prefer a 
doctor who is a man. or a doctor who is a woman, or 
doesn't it maiierT Youngsters indicated preferences for 
physicians of their own sex: more than half ihe boys {557c ) 
said they would rather have a male physician and a similar 
proportion {59%) of the girls indicated a preference for a 
women physician. About two in five said the sex of the 
physician did not matter lo them. 

Only a quarter of the 12-15 year old adolescents said 
they would prefer a physician who specialized in treating 
teenagers; one-third of the girls but only a fifth of the boys 
stated this preference. The others either preferred a 
physician who treated the entire family (469^ of boys com- 
pared to 3 1 of girls) or expressed no preference.^ 

In the personal interview youngsters were also asked 
with whom they preferred to discuss their health: "If you had 
your choice, would you rather discuss a question you have 
about your health with a doctor, with a nurse, or with some- 
one else? If 'someone else*: Who?'* The physician was the 
choice of better than half the group of 12*1 5 year olds. Here a 
sex preference was clearly indicated: four out of five boys but 
only one in three girls preferred to discuss questions about 
health with a physician. Half the girls, on the other hand, 
opted tbr a nurse, but almost no boys did,^ For about one in 
ten youths a parent or parents were the choice for dis- 
cussing questions they had about their health. 

More of these adolescents would rather see a 
physician in a private office {629c ) than in a clinic: one- 
quarter stated a preference for a clinic. About one in seven 
said it did not matter to him. Those who preferred a private 
office most ofien reu^rred to not having to wait (33^); 
privacy when seeing and talking to the doctor was of greater 
concern to girls (31^) than to boys {209c): the private 
physician's spending more time with his patient (14Cf ); and 
greater quiet in a private office (11^^). Only one in ten 
thought medical care was better in a private office than in a 
clinic. 

Among those who preferred a clinic, no one reason 
for this pretcTence was given substantially more often than 
any other: about one in seven or eight said it was because 
that was where they had always gone, because private 
physicians cost too much, because the care and service were 
better in a clinic than in a private office, and because a 
clinic was better equipped, both in terms of facilities and 
physicians, than a private office. About one in ten stated 



that he enjoyed havir^g other people around when he is in a 
clinic. 

RtictiMS to tho Modicil Eximinatioii 

In responding to self-administered questionnaires 
that 405 of the 12-15 year old black youths filled out at the 
conclusion of the medical examinations, half indicated that 
they liked all of the examination, better than a quarter that 
they liked nwst of it. and one in six that he liked sotnc of it. 
Only four per cent of the youngsters indicated that they 
disliked most or all of the examination.^ 

This generally favorable attitude was reflected in an- 
swers to another question at the end of the questionnaire: 
"Would you return if another examination were scheduled a 
year from nowT' About seven in ten said they certainly 
would come back: a quarter were uncertain: only four per 
cent said they were certain not to come back. Another ques- 
tion was whether boys and girls would rather be scheduled 
for examinations on the same day or would prefer to have 
separate examination sessions. Girls were more sensitive to 
this issue than boys: 60 per cent of the girls and 36 per cent 
of the boys indicated a preference for separate sessions. 
(This question was intended to tap opinions only: separate 
sessions for boys and girls were never arranged.) 

When asked what they liked about the examination, 
one-quarter indicated that they liked "everything*': one- 
third (more girls. 399f . than boys. 299c ) singled out the ex- 
amining physician: one in ten commented favorably about 
the nurse: two in ten about the X-ray; about one in eight 
referred to the vision test or the dental examination: and 
seven per cent wrote that they liked the blood test. Eight per 
cent made a favorable comment about the way they were 
treated in general. And this same proportion wrote that they 
liked finding out about what was wrong with them. Three 
per cent referred to the fact that it did not take too long, 
and that they did not have to wait. 

That the youngsters were aware of. and responded 
to. the way that they were treated became apparent from 
what 210 youngsters said they liked about the examining 
physician and from what 160 wrote about the nurse. 
Youngsters commented that the physician was friendly and 
kind: that she or he explained things, answered questions 
and did not rush; and that the physician took a personal in- 
terest in the youngster and his problems. They also noted 
that the nurse was friendly, kind or considerate.^ 

What did the youngsters not like about the examina- 
tion? Only two things were mentioned with any frequency. 
The first, and by far most often mentioned, was the "nee- 
dle** or the blood test: one-third of the youths mentioned it. 
more girls than boys. Nine per cent said they did not like 
the dental examination.^ 

Printed at the end of the self-administered question- 
naire was. "Thank you ver> much for answering these ques- 
tions." One out of seven youngsters saw fit to write in a 
reply either "You're welcome'* or. more often. "Your wel- 
come." They also wrote in other things: "Your more than 
welcome'*: "Thank you all. yours truly": "Thank you for 
good looking nurses": "My pleasure": "Anytime": "Thank 
you too for all the attention and great care your nurses, 
your doctor, and your funny dentist. Most of all 1 loved 
your doctor he's great*': "And thank you for giving me the 
examination'*: "And thank you for all you have said and 
done": "It was nice being here." 
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Attitudes have been discussed which relate to the ac* 
tual delivery of health services: perceptions of providers and 
of the quality of health care: preferences regarding the 
delivery of health services; and reactions to the medical ex- 
amination provided in this project. 

Notable was the similarity between 12-15 year old 
boys and girls in their attitudes toward health care services 
already received. Girls, however, were diffident about being 



examined by male physicians; in a similar vein, ihey were 
less inclined than boys toward mixed examination ses- 
sioav— where boys and girls appear at the same time. Atti- 
tudes toward physicians were generally favorable and reac- 
tions to the medical examination provided in this study 
were highly positive. The appreciation youngsters expressed 
of the care and courtesy they received during their examina- 
tion can be viewed as a sign of 'heir leceptivity to well- 
planned medical services. 



Chapter X 
Needs for MedicalCare 



U was suggested earlier that the nature and extent of 
adolescents* needs for medical care could be studied by sub- 
tracting the medically attended conditions from the base of 
reported conditions. The difference provides a measure of 
unmet needs for care.* Findings discussed so far all have 
relevance for the major question to be dealt with here: What 
kinds of and how much medical care do Hariem youth 
need? 

This chapter is based on information from the medi- 
cal examination which 78 per cent of the interviewed ado- 
lescents received, and uses the examining physicians* 
referrals as ihe indicator of unmet needs for medical care. 
These referrals for further care were made at the conclusion 
of the youngsters* medical examinations; families were no- 
tified and appointments for follow-up care were arranged at 
Harlem Hospital for the 90 per cent of those examined who 
wished to have their follow-up care rendered there 

The ratio of treated to untreated conditions noted in 
these physicians* referrals will provide the first estimate of 
the need for care, relative to what has been available (or 
utilized). The^ number of physician referrals will then be 
analyzed as a*general mcaure of the need for medical serv- 
ices by Harlem adolescents. Finally, referrals for care of 



specific medical problems will be considered as an indicate^ 
of the kinds of medical care services these youths need 
most. 



Ritiotf TrtattitiURtmtH Mtiical ProhltM 

Not all health problems — i.e. deviations from what 
the physicians considered normal — ^wcrc given referrals for 
care. Some problems were not referred for follow-up care 
because the physicians felt that nothing needed ic be done 
about them (e.g.. heart murmurs) or because the youngsters 
were already under treatment for them. In addition, there 
were referrals for further investigation: cases for which the 
examination did not provide sufficient evidence as to the 
presence, absence, or seriousness of a disorder and for 
which further or repeat testing was considered necessary. 
Table X-l shows the frequency with which physicians noted 
conditions vvi;.h these varying referral requirements. Of par- 
ticular inlerest is the ratio between medical problems al- 
ready under treatment and those for which care was recom- 
mended. For each condition already under treatment there 
were eight that needed care.^ 



T<bte X-1^^yglclan Notattont About Rtftrf i lUquiroimnts (from Modlcai EKamlnatiOM) 



Pfoportioiw of black youth: Mtan no. ol black youth: 

IMS ia.17* 12-15 ia.17 
All Boyt Qifta Boyt Qlria All Soya Qlria 0oya Qlria 
(41f) (22S) (ia4) (30) (4S) (41f) (21f) (ia4) (30) (4S) 

With at laast ona phyaician 

rafarralforcara 49% 45% 54% 03% 69% .76 .69 .85 1.00 131 

Alraady undar traatmant for 
at laaat ona phyaician- 

notadproblam a% 7% 9% 3% 4% .09 .06 .11 .03 04 

With at laaat ona phyaician 
rafarraiforfurthar 

invaatigation 20% 17% 22% 13% 31% .23 .22 .25 13 33 

With at laaat ono phyaician- 
notad problem not naading 

'•^•rral 25% 22% 29% 33% 31% .32 .26 .36 .53 .42 

* OtU fof 1S-17 y«ars old will bt ditcutMd tn Ch$0tm xi 
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T«bl« X*2— Mtdicat Probltms Requiring R«terral (in CumuMiM Proportions) 



Black yoiitli 12*1$ tiuck youlh 1i-17 
No. of pliyticiM All Boys Qirit Boys Qirl$ 
rtltffit (411) (W^ (IM) (30) (45) 

Throe or more 6% 6% 7% 7% 13% 

Two or more 20 18 22 30 42 

Onoormoro 49 45 54 63 69 



Ikmiltr If HuMi rribltiiis Rif trM for Cart 

Fewer than 10 per cent of these youths were already 
under treatment for phy-sician •noted health problems* and a 
quaner had a health problem noted by the physician which 
did not require referral. Of particular significance is that 
two'thtrds of the mcdiail problems (exclusive of referrals 
for further investigation) noted in the examination required 
care, One*half of the youngsters examined had at least one 
problem for which they required referral for care. Twenty 
per cent had two or more such problems. The frequency of 
health problems requiring referral is shown in Table X-2 (in 
cumulative percentages). 

What should be noted here is the direct correlation 
between age and needs for medical care: the older the ado* 
lescent* the more medical care needed among both boys and 
girts. This will be discussed in further detail in Chapter XI 
(Tables Xl-t and XI-2). At every age* girls needed more 
medical care than boys. 

KMs Of Hiiith PrtblMs Rif irrN fir 
Ciri ly CiMiiii«f nysidm 

Table X*3 presents* in order of frequency* the health 
problems which were noted as requiring care; it shows the 
proportions of the sample who received physician referrals 
for each listed condition. Medical care was needed by five 
per cent or more of the examined youths for the following 
kinds of problems: vision problems* by almost one in five of 
those examined; heart and blood pressure disorders* by one 
in seven; respirator)' disorders* by one in twelve; nervous or 
emotional problems, by one in twenty; skin and complexion 
problems* by about one in twenty. Girls* but not boys* 
presented additional problems in nutrition* blood system* 
and urinary tract* each of which required referral by one in 
twenty examined girls. 

SMt OtMr CMsiif ratiiBs 

Altogether* 372 referrals for further care were made 
by the examining ph>*sicians. (Some youngsters were 
referred for more than one condition.) Of this total* 337 
were made to services at Harlem Hospital. Approximately 
40 per cent of the appointments which were made for these 
adolescents were actually kept over an interval of six 
months or more* a cooperation rate well below that 
achieved in the initial examination. In Chapter IV* some 
factors which may have contributed to this lower rate of ob* 
taining fottow*up care were mentioned. 

What adolescents themselves reported in personal 
interviews about utilization of medical services for parlicu* 
lar health problems also had implications for defming their 
need for medical care. Sizable discrepancies between 
proportions of adolescents reporting health problems and 



the proponions who had seen a physician for them provide 
another measure of needs for care (Chapter VIII). The ab- 
sence of such doctor consultations for cenain problems has 
to do with whether or not the problem was serious* as well 
as the availability of and accessibility to care. Another factor 
is adolescents* (and parental) awareness of what are 
medically treatable health problems. For example* if a 
youngster has a speech problem or has frequent headaches, 
would he or should he think of turning to a physician for help 
with them? When determining what health services are 
needed* questions like this also nepd to be considered. 

Si^BMwry 

Whether measured in terms of the number of exam* 
ined youngsters requiring referral or in terms of the number 
of conditions which required referral* there is evidence of 
considerable unmet need for medical care among adoles* 
cents in Harlem. The implications of this fmding will be 
considered in the fmal chapter of this repon. 

Toblo X^3--Pfiyticlon Roforrate for Coro 

llack youth 12-15 



Coodltfoii 


All 
(41t) 




Boys 




Girls 
(IM) 




Vision and oyo problomt 


18% 




18% 




18% 




Hoart and blood prttsurt 


14 




15 




12 




Hoart 


10 


11 




8 


Blood prmuro 




4 




4 




4 


Rospiratory tract 


8 




8 




7 




Uppor ratpiratory 




5 




5 




5 


Lung and bronchia 




2 




3 




2 


Narvoua oramotionat 


6 




4 




0 




Skin and comptaxion 


5 




4 




6 




Obasity 


4 




4 




5 




Blood ditordart 


4 




3 




5 




Urinary problams 


4 




2 




5 




Nauromuscutar and 














musculotkalatal 


3 




3 




3 




Spaach problams 


2 




3 




3 




Mantat ratardation 


2 




2 




2 




Manstrual and pragnancy 


1 








3 




Othar ganital arid raproduc* 














tiva tract diaordara 


1 




2 




1 




Accldants or injuriaa 


1 




1 








Haaring 


1 




.4 




1 




Breast conditions 


1 








2 




Endocf ina and matabolic 


.5 








1 




Harnia 


.5 




1 








Othar growth problams 


.2 




.4 








Abdominal tandamass and 














vagua signs 


.2 




.4 
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Chapter XI 
The Older Adolescent 



So far. discussion of findings in this report has con* 
ccntratcd on the 12-15 year old adolescents — 297 boys 
and 245 girls — who were studied over two years. Although 
this research was originally designed to study proportioneie 
tiumbcrs in the entire age span of 12*17, the older adolcs* 
cents 16*17 years of age were included in only one study 
year (the second). They numbered 52 boys and 74 girls 
among the interviewed; 30 boys and 46 girls among the ex* 
amincd. Given the sampling error with groups of this size 
and the absence of a second sample with which to average 
the findings, discussion of the older ;idolescents has been 
reserved for this chapter. Those aspects of the older adoles* 
cents* health status* utilization of health services, and needs 
for care which differ from ihose of younger adolescents will 
be discussed here. 

MticiHtiiiiiiiEiMiMtiM 

The lower rate of participation in the examination 
on the part of older adolescents was discussed in Chapter 
IV. Different factors contribute to this decline. Among 
them are competing demands on time and responsi* 
bilities at work or home; oSder youths are also less likely to 
be responsive to parents* wishes. Additionally, it can be 
hypothesized that older adolescents have lost or outgrown 
some of their earlier insecurity about growth and develop- 
ment, appearance and body image — and thus may be mo- 
tivated to use medical care such as that provided in the ex- 
amination only when they have specific health problems. 
For example, the older boys were more likely than the 
younger boys to say that what they liked about the examina* 
tion was finding out what was wrong with them. Up^n ex* 
ami nut ion, older adolescents were observed to have more 
medical problems than the younger, a difference larger than 
that between what the older and younger reported on inter* 
view. The evidence is by no means clear as to how much 
"selection bias** operated among the 58 per cent of older 
boys and 62 per cent of older girls who appeared at the 
medical examination; but when interpreting the findings 
from medical examination it is important to remember that 
proportionately fewer of the older adolescents appeared. 
Thus, they were likely to be less representative of all 16-17 
year olds than the examined I2*t5*s were of all 12*15 year 
old youth in Harlem.' 

Pravaltnct of Hialth Probltns: Ufott^i in Pirstml Intmritws 

Generally, older youths reported <h^ same problems 
as the younger adolescents: vision problems, respiratory 
problems, headaches* nervous or emotional problems, and 
skin problems. However, almost every health problem 
increased in prevalence among 16-17 year olds. (These data 
were obtained from the interviewed sample, which did not 
suffer the same aurition as the examined sample.) Two 
problems in particular increased substantially with age: ane* 



mia was reported by 18 p^T cent of the older girls compared 
to 2 per cent of the younger: skin problems were reported 
by 16 per cent of the older boys compared to 6 per cent of 
the younger and by 34 per cent of the older girls compared 
to 25 per cent of the younger, in addition, questioning 
about menstrual problems showed an increase in the 
proportion of older girls whose periods caused them 
trouble — just about half. More of them needed to go to bed 
for their menstrual difficuhies (23^) and to take medica- 
tion (27^). 

Pmateict tf Htatth Probttms: FiAiings fram 
IMical Examiiitiiiis 

The examining physicians noted more hi.alth 
problems among the 1 6*1 7 year old adolescents than among 
the I2*15*s. Increases occurred especially in vision and eye 
problems, up from 21 por cent among 12*15 year olds to 
over 30 per cent among the older adolescents; lung and 
bronchial problems, which increased to 10 per cent among 
older bo>'s and II per cent among older skin 
problems, up to 23 per cent among the older (compared to 
7Cf among the younger boys and 17^ of younger girls); 
nervous and emotional problems increased for both boys 
and girls: 17 per cent of older boys compared to 6 per cent 
of younger, 20 per cent of older girls compared to 1 1 per 
cent of younger; anemia, which was found among 1 5 per 
cent of the okJer girls; gynecoSogical problems* including 
pregnancy, increased among the okJer girls. Additionally, in 
reports to the nurse, more older girls indicated a vaginal 
discharge between periods (24%), that they always have a 
lot of pain with periods (33%), and that they have a heavy 
loss of blood with their periods (47% ). 

Drug Ust Among Oldir AMtuiiiU 

As indicated earlier, adolescents were not qucs* 
tioned directly about their own drug use during the personal 
home interviews. However, during the second year of the 
study physiciaus at the medical examination noted when a 
young penion showed evidence of drug use (needle marks, 
powder trace, etc.).* While less than one per cent Ct the 12* 
15 year olds were observed with any such evidence, thirteen 
per cent of the older boys and nine per cent of the older 
girls were observed by the physicians as presenting indica* 
tions of drug use. These data are reported because of the 
increase they indicated in use of drugs among older adoles- 
cents rather than as estimates of the prevalence of drug use 
perse. 

OvtnNHMitliStilMS 

Using the numbcof reported health problems as an 
index of health status, bcin personal interview and medical 
examination findings point to an increase in health 
problems among the older adolescent. 
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Considering first the information from personal in- 
terview, the proportion of boys reporting two or more 
health problems rose from 47 per cent among the younger 
to 56 per cent among the older; the mean number of heatlh 
problems they reported increased from 2.2 to 2.9. Among 
girls, the proportion reporting two or more health problems 
rose from 64 per cent of the younger to 71 per cent of the 
older adolescents; the mean number of health problems girls 
reported rose from 3.5 among younger girls to 4.3 among 
the older girls. (Table V-4) 

Change wi»h age was even more marked in the find- 
ings from the medical examination, but these findings need 
to be viewed with the possibility of some effects of "selec- 
tion bias." On examination, the proportion of boys observed 
to have two or more health problems (or significant devia- 
tions from what the physicians considered normal) was 53 
per cent among the 16-17 year olds, while it was 30 per cent 
among the younger boys. The mean number of health 
problems that the physicians noted was 1.57 among older 
boys compared to 1.04 among the younger. Among the 
girls, at ages 16-17 theru^ were 60 per cent with as many as 
two or more^health problems compared to 37 per cent of 
the younger girls. The mean number of physician-noted 
health probleips rose to 1.78 among the older girls com- 
pared to 1.32 among the younger. At ages 16-17. only 27 
per cent of the boys anu 1 3 per cent of the girls who were 
examined were judged by a physician to be free of any sig- 
nificant deviation from the normal. (Table V-5) 

Utilization of Medical Services: Reported in Personal Interviews 

Generally, utilization of services for treatment of 
medical problems increased among both the older adoles- 
cent boy.s and girls. For example. 52 per cent of the 16-17 
year old boys reported at least one medical condition for 
which a physician had been consulted compared to 37 per 
cent of the younger boys: 62 per cent of the older girls com- 
pared to 52 per cent of the younger reported at least one 
condition for which they had consulted a physician (Table 
Vlll-I). Older boys were more likely than Ihe younger to 
have visited a physician in the six months prior to inter- 
view: the proportions were 65 per cent of the older boys but 
only 49 per cent of the younger. The same was true for 
girls: 61 per cent of the older girls reported a doctor visit 
within the six months prior to interview compared to 44 per 
cent of the younger. The increase in the prevalence of 
vision problems with age was noted earlier: this was accom- 
panied by an increase in the number of boys who had 
eyeglasses: 50 per cent of the older compared to 28 per cent 
of the younger boys. Thus the increase in medical problems 
among the older adolescents was accompanied by an 
increase in utilization of health services. However, there 
were no differences between older and younger adolescents 
in getting preventive checkups. 

What about the kinds of medical services used? 
Older boys were less likely than younger boys to report a 
"usual source" of medical care (510^ of the older and 34% 
of the younger boys reported that they had no usual source 
of care). No such difference existed among older girls, and. 
if anything, older girls were somewhat more likely than 
younger girls to have a usual source of medical care. Older 
girls i33Vf) were more likely than older boys (129^) to 
report having a private physician. Older youths who had a 



usual provider of medical care, boys especially, were more 
critical of the care they received (33% of the 16-17 year old 
boys compared to \77c of the younger: 20% of the older 
girls compared to 11% of the younger rated thcx:are they 
received "fair" or "poor").^ 

Needs for Medical Care.* Findings from 
Medical Eiaminations 

Despite increased utilization of medical services by 
older adolescents, their unmet needs for medical care were 
even greater than those of younger adolescents. The propor- 
tion of examined youths who required referral for care rose 
to 63 per cent of the older boys (up from 45% of the 
younger). The mean number of conditions referred for care 
was 1,00 among older boys, compared to .69 among 
younger boys. Older gins presented more unmet needs for 
medical care than oldei 'x>ys as well as more than younger 
girls: 69 per cent of tlie older girls had at least one condi- 
tion which required referral for medical care, compared to 
54 per cent of the younger girls. The mean number of con- 
ditions for which older girls required referral was 1.31. 
compared to .85 among younger girls and 1 .00 among older 
adolescent boys. (Table X-1 ) 

Another way of estimating the relative needs for 
medical care of the older adolescents is to look at those 
young people who were referred for medical care for two or 
more conditions and note their distribution by age and sex 
compared to the distribution of all examined adolescents 
(Table XI-1). This comparison shows that girls (especially 
those 16-17 years old) were over-represented among those 
with two or more referrals for care. 

The increase in need for medical care is progressive 
through the adolescent years. Table XI-2 presents the 
referral patterns for the total number of medical problems 
noted by the examining physicians. 



Table XM — Distribution of Adolescents Referred for 
Care for Two or More Medical Conditions Compared to 
the Distribution of all Examined Adolescents 





Two or more 
referrals 


All examined 
adolescents 


Boys 


44% 




52% 


12-1 3 yrs. old 




17% 


26% 


14-15 yrs. old 




19 


20 


16-17 yrs. old 




8 


6 


Girls 


56 




48 


12-1 3 yrs. old 




16 


21 


14-15 yrs. old 




23 


18 


16-17 yrs. old 




17 


9 



Summary 

The evidence is clear that health problems increased 
between the earlier and later years of adolescence. What ad- 
olescents reported in their interviews, no less than the 
physicians' findings at the examination, showed more health 
problems among 16-17 year old adolescents, and more 
among giris than boys. Utilization of health services was in 
some ways better among the older; e.g.. more of the older 
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Table XI>2~Phy8iclan Notations about Referral Requirements 



Black Youth 







Boyi 






Girls 






12-13 


14-15 


16-17 


12-13 


14-15 


16-17 




(129) 


(96) 


(30) 


(103) 


(91) 


(45) 


Mean number of conditions 














not requiring referrals 


.27 


.28 


.53 


.33 


.40 


.42 


Mean number of conditions 














already under treatment 


.12 


.03 


.03 


.10 


.12 


.04 


Mean number of conditions 














requiring referrals 


.61 


.79 


1.00 


.76 


.96 


1.31 


Mean number of all condi* 














tions noted* 


1.00 


1.10 


1.57 


1.18 


1.47 


1.78 



* Means of all conditions differ from summed means t>ecause of rounding. 



Mean number of referrals 
for further investigation 

(not counted above) .30 .11 .13 .27 .22 .33 



than younger adolescents had seen a physician in the six 
months t)efore their interview. 

Few older boys had a private physician; half had no 
regular source of medical care. This may have been one 
reason why their performance in keeping follow-up appoint- 
ments for the care recommended at the medical examina- 



tion was better than others'. 

Unmet needs for medical care, like the prevalence of 
health problems, are directly correlated with age. Among 
both boys and girls needs for care increased in each succes- 
sive two-year age group. Older girls needed the greatest 
number of referrals for care. 
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Chapter XII 



Dental Problems and Dental Care 



Reference was made earlier (Chapter V) lo ihc high 
prevalence of dental problems among adolescents in 
Harlem. Both the information obtained from personal inter- 
views and findings from dental examinations document the 
extent of such problems; they are the most prevalent of all 
health problems in this population. Personal interviews 
provided additional information about dental practices, 
utilization of dental services, and attitudes toward dental 
care. These are discussed in this chapter. Tricludcd. also, is a 
comparison of dental health among older and younger ado- 
lescents. Some implications of these findings for the 
delivery of dental services are discussed at the conclusion of 
the chapter. 

Dental Status and Needs for Dental Care 

Informatior) from Personal Interviews 

Data from the personal interviews revealed that 
many adolescents in this community are dissatisfied with 
the condition of their teeth. General ratings of the overall 
condition of reeth were considerably lower than comparable 
ratings of health in general. About half {497( ) of all 12-15 
year olds rated the condition of their teeth as either "fair" 
or "poor." This is a considerably greater proportion than 
rated their general health this way. Boys were more dis- 
saiis^ i than girls: among the former, 54 per cent said their 
I' J re in "fair" or "poor" condition, and among the 
latter the proportion was 43 per cent. 

One in five youths (229f of boys and \57( of girls) 
considered the condition of their fittms "fair"* or "poor." 
Onc-lhird reported that they "sometimes * or "often" have 
trouble with their teeth or gums. Boys and girls reported 
this trouble just about equally. Equal proportions of 12-15 
year old boys and girls, about four in ten. also reported that 
at least one permanent tooth had been broken or pulled. 

One per cent of the youths were using orthodontic 
braces at the time of the interview: a similar proportion had 
used them formerly. Nearly one out of five thought their 
teeth needed straightening. Boys and girls showed little dif- 
ference. 

Findings from Dental Examinations 

About two-thirds of the youngsters who received the 
dental examination were given an oral health rating of only 



"fair" or "poor" by the examining dentist: one in eight was 
rated "poor." Among boys, almost three-quarters (729^) 
were rated "fair" or "poor": fewer, but still more than half, 
of the girls (54% ) received a rating of "fair" or "poor" on 
their oral heahh.» (Table XII-1) 

Correspondence Between Self-Reports in Personal 
Interviews and Findings from Dental Examination 

Two findings emerged quite clearly from both the 
personal interviews and the dental examinations: ratings of 
adolescents' dental health are poorer than those of their phys- 
ical health: the condition of teeth and gums among 12-15 
year old boys is poorer than that of girls this age.^ 

Needs for Dental Care: Findings from Dental Examinations 

In terms of referrals that the dentist suggested for 
the youngster after his examination. 86 per cent were felt to 
need a dental referral for at least one condition. 60 per cent 
for two conditions. 4! per cent for three, and 13 per cent 
were noted as needing referrals for as many as four different 
dental conditions. 

Decay was the condition for which youngsters most 
often were referred; eight in ten youths required such 
referral, boys and girls just about equally. 

More than half the youths, three out of five of the 
boys, required referral for oral hygiene. Boys, similarly, 
more often needed a referral for gingivitis or periodontal 
disease than girls did. 

Girls, on the other hand, required referrals slightly 
more often for malocclusion than boys. 27 per cent and 20 
per cent, respectively. (Table XII-2) 

Dental Health Practices: Reported in Personal Interviews 

Judging from the replies to questions tapping con- 
ceptions of health and salient health practices and the ab- 
sence of references to teeth and tooth care among them, 
dental health does not rank high among adolescents' health 
concerns. 

Direct questions in personal interviews about tooth 
care showed that nine in ten youths brushed their teeth 
daily: 93 per cent at least once a day: 50 per cent two or 
more times a day: 10 per cent three or more times a day. 



Table XII-1 — Dentist Ratings of Oral Health (from Examinations) 

Black Youth 12-15 Years 
Both Years Study Year 2 Study Year 1 





All 


Boys 


Girls 


AH 


Boys 


Girls 


Ail 


Boys 


Girls 




(395) 


(209) 


(186) 


(200) 


(111) 


(89) • 


(195) 


(98) 


(97) 


Excellent 


5% 


2% 


8% 


6% 


3% 


10% 


4% 


1% 


6% 


Good 


31 


26 


38 


25 


20 


32 


38 


33 


43 


Fair 


51 


58 


43 


57 


64 


48 


44 


50 


38 


Poor 


13 


14 


11 


12 


13 


10 


14 


16 


13 
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Table Xll-2~0ental Status and Needs for Dental Care (from Examinations} 



All 

(395) 



Oral health rating of 

fair or poor 64% 
Referral for: 
two or more dental 

conditions 59 
decay 81 
gingivitis or peri- 
odontal disease 40 
oral hygiene 55 
malocclusion 23 
No dental referral given 14 



Black Youth 12-17 Years 
12-15 years 16-17 years 

Boys Girls Boys Girls 

(209) (186) (29) (45) 



71% 54% 55% 65% 



60 


59 


26 


49 


82 


80 


60 


78 


45 


34 


17 


22 


61 


49 


27 


36 


21 


26 


7 


18 


12 


15 


33 


20 



Girls were somewhat more likely than boys to be regular 
and frequent teeth brushers. Almost one in ten youths (7%) 
reported no regular daily pattern of tooth brushing. 

The most usual time for U oih brushing was the 
morning; just about all who brushed their teeth daily 
brushed them in the morning. Fewer than half of all the 12- 
15 year olds, but girls (52%) more than boys (39%), 
brushed their teeth in the afternoon or evening. About one 
in eight replied that he brushed his teeth after meals. 

Youngsters were questioned as to their knowledge 
and information about the cause of dental caries. Prac- 
tically all (85%) offered a comment that related eating 
sweets to tooth decay, girls (92%) more than boys (80%). 
Fewer than * ^If (43%) related not brushing teeth to decay, 
and girls were also more likely to say this than boys. Only 
one in fifty referred to not seeing the dentist as something 
causing tooth decay. About one in twenty youths could not 
mention any cause of tooth decay. 



Utilization and Attitudes RegardinK Dental Services: 
Reported in Personal Interviews 

Two major components of the utilization of health 
services are their availability and attitudes toward using 
them. On both these counts a prediction could be made that 
dental services have been relatively poorly utilized in this 
population. This turned out to be the case. Compared with 
reported utilization of medical services, and in view of the 
extent of unmet need for dental care as measured by the 
number of dental referrals made at the examination, dental 
services have been insufficiently utilized. One-third of the 
12-15 year olds -cported a visit to a dentist within six 
months prior to the interview. Somewhat better than half 
(57%) had visited a dentist within one year of their inter- 
view. These rates were slightly below their reported 
frequency of dental visits: two-thirds said they usually saw a 
dentist at least once a year; four in ten said that they usually 
saw a dentist twice a year; seven per cent reported that they 
had never seen a dentist. (Although not strictly comparable, 
data from the National Health Survey on children's dental 
visits are worth noting here. In 1964-65. 55 per cent of all 
Americans 5 to 14 years of age had seen a dentist within 
less than a year and 25 per cent had never seen a dentist. In 



1968. while the number of dental visits per person per year 
was 1.8 for white children 5 to 14, among nonwhites it was 
0.6; National Center for Health Statistics, 1971b.) 

In Harlem approximately one-third of the 12-15 
year'olds said they had no usual place for dental care — a 
proportion similar to that reporting no usual source of med- 
ical care. Slightly more boys than girls lacked a usual source 
of dental care. Two in five reported having a private dentist 
(a proportion higher than the number with a private 
physician) and. as in the case of medical care, slightly more 
girls than boys received dental care in a private office.*'' Ap- 
proximately one in ten used a dental clinic, and an even 
smaller proportion received dental care from a New York 
City Health Department station. Schools reportedly ar- 
ranged for more dental care than medical care. Approxi- 
mately one-quarter of the 12-15 year olds reported that 
their last dental appointment had been made by their 
schools; almost two-thirds said their parents had made the 
arrangements; and one in twenty said he had made his own 
dental appointment. 

Overall, one-quarter said they visited dentists for 
preventive checkups; girls were more likely than boys to 
report that they do so (34% and 18% . respectively). Three 
out of five youngsters reported that they had had their teeth 
cleaned in a dentist's office, slightly more girls than boys. A 
somewhat higher proportion — approximately seven out of 
ten — said they had had their teeth X-rayed. Among young- 
sters who were not seemg a dentist as often as twice a year, 
approximately 60 per cent of the total sample, slightly more 
than half, said they would like to see a dentist more often. 

Some comparisons between the utilization of dental 
services and medical services are shown in Table XI 1-3. 

With regard to attitudes toward care, youngsters 
were asked whether they preferred seeing a dentist in a 
private office or in a clinic, matchmg the question they had 
been asked about seeing a physician. The proportions 
preferring dentists in private offices were quite like the pref- 
erences regarding physicians: better than half preferred a 
dentist in a private office, slightly more than a quarter 
preferred a clinic, and about one in seven had no prefer- 
ence. 

This preference for private dental care was based on 
shorter waiting time, the dentist's spending more time with 
patients, and liking some aspect of the treatment itself. 
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Preferences for dental clinics were based on consid- 
erations of superior equipment and facilities, superior treat- 
ment and care, liking to have other people around, and fa- 
miliarity. Almost one in ten cited the cost of a private den- 
tist. One youngster explained his preference for a dentist in 
a clinic in the following way: "Because in a private office 
they joke and it's not funny.'* 

The attitude of young people toward using dental 
services is signified in other data from this study. When 
expressing their likes and di.slike.s in the medical examina- 
tion, the second most frequently mentioned dislike, after the 
blood test, was the dental examination. On personal inter- 
view. 122 youngsters aged 12-15 years who did not visit a 
dentist twice a year and did not want to, either, were asked 
why. Half said they were afraid of going to the dentist. 
Among the somewhat larger number who did not see the 
dentist twice a year but said they would like to (164 youths). 
13 per cent said the reason they did not go was that they 
weni afraid and/or that "the dentist hurts." This suggests the 
extent to which young people associated pain with dental 
care. 



Dental Health Among Older Adolescents 

The only dental problem reported in personal inter- 
views in which older adolescents differed noticeably from 
younger was the proportion with teeth that had been broken 
or extracted: 52 per cent of the older boys (up from 399f of 
12-15 year old boys) and 61 per cent of the older girls (up 
from of 12-15 year old girls) had at least one tooth 
that had been broken or extracted. 

On dental examination the teeth and gums 
(especially gums) of the older boys were observed to be in 
considerably better condition than the younger boys' and 
better also than those of the older girls. This is in contrast to 
what was found among 12-15 year old boys, who had more 
dental problems — periodontal and oral hygiene — than girls. 
Among girls, the age difference in the needs for dental care 
was not as great as among boys, but the direction of the dif- 
ference was the same (Table XI 1-2). 

Despite the difference between younger and older 
adolescents, the dentist still rated oral health among more 
than half of the older adolescents as only "fair" or "poor. " 
Half of the older girls and a quarter of the older boys were 
given referrals for at lea.st two different kinds of dental con- 



ditions. Referral for decay was required by four out of five 
older girls and three out of five boys; one in three girls and 
one in four boys needed an oral hygiene referral; one in five 
needed periodontal referral; a smaller proportion needed 
referral for malocclusion. 

These findings relating to dental conditions among 
older adolescents deserve further comment. From what was 
observed about their medical problems, an increase in 
dental problems would have been expected. It did not 
occur; indeed, the opposite was true. Data from the dental 
examinations showed that the greatest number of dental 
problems occurred earlier in adolescence. 

The marked drop in dental problems, particularly 
among the older examined boys, was not expected and it is 
not clear what accounts for it. Among the interviewed, the 
older and younger adolescents did not differ noticeably in 
dental problems (except for broken and extracted teeth, 
which were more common among the older) nor in their 
utilization of dental services (recency of last dental visit, 
preventive checkups, and usual source of care). One ex- 
planation is a modification in the hypothesis of "selection 
bias" in the examined sample suggested earlier: if older boys 
with better patterns of utilizatioq came to the examination 
more often than boys of the same age who have poorer 
patterns of utilization, this could account for the improve- 
ment that was observed in dental status."* But this begs the 
question of why older youths needed to be referred for more 
medical problems. All that can be stated with some cer- 
tainty is that age differences with regard to denta! problems 
were contrary to what had been observed for medical 
problems. At least in this population, dental problems 
peaked in early adolescence. 

Summary 

Dental health poses a special problem for the 
delivery of health services to this population. Nearly nine 
oui of ten of the examined 12-15 year old youths required 
referral for dental care. In contrast to the findings about 
medical care, boys exceeded girls in their needs for dental 
care. Again, in contrast to their needs for medical care, 
needs for dental care were greater among the 12-15 year 
olds than among the older adolescents. There was less 
utilization of dental services than of medical services. How- 
ever, neither dental health nor dental care appeared to be 
salient in these youngsters' health concerns. 



Table XII-3 — Utilization of Dental and Medical Services Compared (from Personal Interviews) 

Black Youth 12*15 Years 



Dentist Physician 



Saw within past year 57% 70% 

Saw within past 6 months 32% 47% 

Ever get checkup 25% 30% 

Ever get checkup (boys only) 18% 28% 

Do not want to see dentist twice a year* 43% 

Do not want annual medical check up\ 9% 



* Asked of those who do not see a dentist twice a year. 

t Asked of trose who do not roceive annual physical examinations. 
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Chapter XIII 
Some Implications 



This research was intended as a contribution to the 
improvement of health care for adolescents. However, as 
social scientists, the authors do not feel qualified to draw a 
blueprint for the delivery of health services. What we hope 
is that this report will prove useful for those who are en- 
gaged in planning and delivering such services. 

Certain experiences in conducting this study and a 
number of its findings suggest at least some of the directions 
that should be taken in planning the delivery of health care 
to young people. It is the more important of these experi- 
ences and findings which will be discussed here. This 
chapter is not a summary of the many detailed findings 
presented earlier — that was done in the first chapter — but 
rather a discussion of broader policy implications. 

These implications have to do primarily with (1 ) ad- 
olescent interest in and motivation for getting preventive 
care. (2) how. where, at what age. and by whom such care 
may best be provided, and (3) what kinds of services are 
needed. 

The high rate of participation by adolescents, both 
in the household interview and in the medical examination 
phases of the project, reflects their interest and concern 
regarding health matters — as well as that of their parents 
and the community in which they live. The general implica- 
tion here is that there is considerable motivation on the part 
of youngsters themselves and their families to obtain at least 
the preventive care which the examination represented. 

But if the planners of health care delivery are to 
benefit from this study, it is necessary to go beyond such 
generalizations. Data reported earlier show an increase in 
the number of reported and observed health problems from 
the 12-13 age group to the 16-17 year old age group. Fur- 
thermore, these data show that younger adolescents are 
more likely to participate in medical examinations of the 
type provided in Harlem than are older adolescents — who 
are more likely to have competing demands on their time, 
less subject to parental influence, and apparently less mo- 
tivated to get preventive care. 

This amounts to a double argument for providing 
such care as early in adolescence as possible. Indeed, age 12 
should be viewed not as the earliest but the latest age at 
which preventive care will effectively reach youngsters and 
achieve its purpose. This raises the question of priorities. In 
the health care of adolescents, should stress be placed on 
preventive care in view of what it may promise for future 
health, or should stress be given to remedial care to cope 
with the many current health problems which now limit 
functioning? These are not mutually exclusive ap- 
proaches — both are needed. Presumably, there would be a 
payoff from improved preventive health care for adoles- 
cents in reducing illness and its consequences later in life. 
Also to be considered are the resources available to provide 
such services — a matter to which we shall return later. 

Whether preventive or remedial, what kinds of serv- 
ices arc needed? The variety of health problems presented by 
adolescents in Harlem and the numbers of youngsters with 



multiple problems (e.g.. one in three of those examined had 
two or more significant medical problems, aside from dental 
conditions; one in five needed referral to care for two or 
more of them, despite a relatively high volume of physician 
visits) points to the advantage of planning for comprehensive 
health services where dental, vision, respiratory, skin and 
speech problems — to name but a few — can all be treated in 
the same place. 

Where such services may best be provided is still 
another matter. The medical examinations in this project 
were conducted by appointment in the Ambulatory Care 
Service of Harlem Hospital after regular clinic hours; 
careful scheduling and rescheduling of appointments con- 
tributed to the high participation rate. But while such a hos- 
pital is perhaps best equipped for complex diagnosis a(\d 
treatment, it should not necessarily be inferred that all the 
care adolescents need can only be delivered through a hospi- 
tal.* Many of the things that were done in the examination 
might have been performed elsewhere — e.g.. in a neigh- 
borhood health center, or even in school. Preventive exami- 
nations and care of adolescents in particular would appear 
to fit very well into plans for organizing health care in such 
a way as to keep people out of hospitals and to reach them 
where they are. 

Related here is the question as to whether adoles- 
cents are best served by health care facilities aimed at them 
alone. While this idea may have appeal in relatively more 
affluent— or deviant— communities, there was little evi- 
dence from the interviews conducted in Harlem of a pref- 
erence for such age-specific services. At least in this com- 
munity, the family services approach seems compatible with 
the attitudes of young people themselves as well as con- 
tributing to effective treatment of their problems. 

As to those involved in delivering care to adoles- 
cents, the attitudes toward and interest in young people on 
the part of health workers should be a primary consider- 
ation in selecting staff. The favorable response of most 
youngsters in Harlem to their examination experience may 
be attributed largely to the attitudes and behavior of the 
staff which conducted the examination.^ Adolescents are in- 
terested in their bodies and body changes and also in the 
process of the examination itself. Time spent m explaining 
such matters to young people contributes both to their 
health education and to their acceptance of health care. Still 
another feature of this project was the employment of 
nonprofessional health aides — in this case household inter- 
viewers — who explained in advance what the medical ex- 
amination would be like and also personally arranged the 
appointment for the examination with the adolescent. 

No less important, in our view, is the issue of com- 
munity participation and support. Our experience demon- 
strates that working actively and not just pro forma with 
community representatives is important in health programs 
which aim to reach the greatest number of young people 
with the care they need. 

The role of the schools in health education and 
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health care also needs to be considered here. Schools could 
be doing more than at present to provide adolescents with 
the knowledge and information which they want and need 
about growth and development and about the services avail- 
able for their health problems. Schools are. in addition, a 
logical place to screen for educationally disabling condi- 
tions, such as vision impairment. Equally important, they 
can follow up on youngsters referred for care. While some 
schools serving the Harlem community have undertaken in- 
novative programs to deal with such problems, data 
presented in this report indicate that much remains to be 
done. 

The problem of dental care — needed more than any- 
thing else — presents special difficulties. Harlem is ex- 
tremely limited in its resources for providing youngsters 
with such care. But attitudes toward dental care may also be 
a barrier to providing adequate dental health services. For 
example, almost half of the youngsters who do not see a 
dentist with a recommended frequency of twice a year^o 
not want to see him any more often than they do now; only 
about a quarter of the adolescents visit a dentist for preven- 
tive checkups. Pain is a salient feature in perceptions of 
dental care. Indeed, dental care needs are so pervasive as to 
require restructuring the delivery of dental services. Since 
early adolescence appears to be a peak time for dental 
problems, perhaps/ dental examinations such as those 
provided in this study should be given in schools, with ade- 



quate provision for follow-up care and the means of getting 
youngsters to that care— e.g., using school aides as escorts. 

Adolescents in Harlem present many needs for 
health care which have so far remained unmet. We have 
considered here some ways of meeting those needs. We are 
not necessarily recommending that all adolescents should be 
given the extensive interviewing and examination which 
this project provided; the costs are considerable. But in 
Harlem, neither in school nor outside are there adequate or 
adequately utilized facilities with which to determine such 
unmet health care needs — let alone to deal effectively with 
them. This is essentially a matter of scarce resources and of 
the necessity of allocating such resources as are available to 
what decision makers in health affairs consider more 
serious health problems — e.g.. drug abuse. In this respect, 
the health care "system" of Harlem is probably not unique; 
most communities — including some of the more affluent 
ones — have tended either to concentrate on dramatic 
problems or to neglect the basic heaUh needs of their ado- 
lescents. 

This may be changing, however. The residents of 
Harlem and many other communities are increasingly insis- 
tent that they receive the full range of health care which 
they need. As the effort to meet such demands proceeds — 
whatever forms it takes — data from studies such as this can 
provide a useful base for measi ring changes in health and 
health care at future points in time. 
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APPENDIX 



Appendix A: Medical and Interviewing Staffs 

Harlem Hospital Examination Staff 

Daisy A. Allman. Dr. Ivan R. Ashtine. Dorothy Beazer, Leon 
Bishop« Leroy Bo wen, Richard Brown« Dr. Joel Callins« Helena 
Cathey« Elena DeMicheie* Louis EdgehtIL Vera Elliott, Audrey 
Francis, Dr. Lyra Gillette* Joy Gray, Inez Henry* Betty HilL 
Nadine Jean-Louis, Mary T. Jones, Dr. Carol Ann Leal, Dr. 
Yung Wham Lee, Dr. Paul Martin, Marie M. Moore, Dr. Steven 
Mills, Dr. Linda A. Randolph, Dr. Raymond W. Ransom, Dr. 
Laurencia Regalado, Clara Russell, Henry Sanders, Ronald 
Stackhouse, Dr. Ray N. Taylor. Walter Taylor, Dr. Bhatrahally 
K. Venkatesh, Dr. Erroll Williams, Fitzgerald Wilson-Turner. 

Medical Consultants at Harlem Hospital 

Dr. C.R. Amarosingham, Director, Department of Clinical 
Chemistry; Dr. H. Butts, Department of Psychiatry; Dr. E. 
Davis, Director, Department of Psychiatry; Dr. C. Felton, 
Department of Medicine; Dr. E. Kahn, Department of Pediat- 
rics; Dr. T.W. Roberts, Director, Department of Pathology; Dr. 
H. Straker, Department of Dermatology; Dr. D. Swartz, Depart- 
ment of Obstetrics-Gynecology; Dr. E.A. Thompson, Director. 
ENT; Dr. J. Wesley, Department of Medicine; Dr. M. Wilking, 
Department of Psychiatry; Dr. A.C. Williams, Director, Depart- 
ment of Dentistry; Dr. E. WinocQr, Director, Department of 
Audiology. 



interviewers 

Gwen Bee, Odessa Bolds, Christine Boston, Sheron Burgess. 
Grcgoria Calderin, James Capel, Leola Ann CofTee, Helene 
Cooper, Consuelo Davis, John Davis, William Doctor. Harriet 
Duren, Virginia Francis, Lorraine Gibbs, Carolyn Hagood, 
Burleigh Hobson, Srinika Jayaratne, Jerry Lewis, Benny Liles, 
Dorothy London, Raymond Mason, Lawrence Phillips, Charles 
Phoenix, Steven Reed, Carlton Saibs, Joyce Small, James Smith, 
Rosalind Spence, Yvonne Stewart, Gordon Tapper, Lawrence 
Thomas, Samuel Wilson, Ronald Woodward. 



Appendix B: Sample Selection 

The sample of adolescents for this study was drawn from 
a representative cross section of households in Central Harlem 
which had been interviewed in the Community Health Survey. > 
The households had been selected by means of a multi-stage 
probability sampling design. Each year, one out of twenty-five 
households was drawn. The sample in the Commuiiity Health 
Survey thus constituted an annual four per cent sample of all 
housing units in Central Harlem, which was divided into twelve 
representative monthly subsamples. 

The adolescent health study used samples of housing 
units from the first two years of the larger community health 
survey.^ All youngsters in each household were listed who would 



Table B-1— Ethnic, Sex, and Age Distribution of Total Sample, Interviewed Sample and Medically Examined Sample, 
1968*69 and 1969*70 Samples Combined 



IntervievKed 

E»gible* Interviewed and Examined 

Percent N Percent N Percent 



Total 


907 


100.0 






752 


100.0 






556 


100.0 






Black (non- 


800 


88.2 






668 


88.8 






^97 


89.4 






Spanish) 


























Boys 


419 




46.2 




349 




46.4 




256 




46.0 




12-13 


186 






20.5 


162 






21.5 


129 






23.2 


14-15 


166 






18.3 


135 






18.0 


97 






17.4 


16-1 7t 


67 






7.4 


52 






6.9 


30 






5.4 


Girls 


381 




42.0 




319 




42.4 




241 




43.3 




12-13 


158 






17.4 


133 






17.7 


104 






18.7 


14-15 


135 






14.9 


112 






14.9 


91 






16.4 


16-I7t 


88 






9.7 


74 






9.8 


46 






8.3 


Other (Spanish 


























background) 


107 


11.8 






84 


11.2 






59 


10.6 






Boys 


48 




5.3 




38 




5.1 




24 




4.3 




12-13 


23 






2.4 


19 






2.5 


15 






2.7 


14-15 


15 






1.7 


12 






1.6 


5 






.9 


16-17t 


10 






1.1 


7 






0.9 


4 






.7 


Girls 


59 




6.5 




46 




6.1 




35 




6.3 




12-13 


29 






3.2 


19 






2.5 


14 






2.5 


14-15 


21 






2.3 


19 






2.5 


16 






2.9 


16-17t 


9 






1.0 


8 






1.1 


5 






.9 



* Source The Harlem Community Health Survey 

t Included m the second study year only Figures for 12'15 year olds are based on two years of data collection, those for 16-17 year olds on only one year 
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be. at the lime of interview, no less than a month away from 
their twelfth birthday and no more than one month beyond their 
sixteenth. The study was expanded in the second year to include 
16 and 17 year olds (who were not represented in the first study 
year). In the second year's sample, therefore, the upper age limit 
was the eighteenth birthday.^ 

In the first study year (1968-69). 349 youths aged 12-15, 
inclusive, residing in 258 households, were assigned for inter- 
views. In the second year (1969-70). 558 youths aged 12-17, 
inclusive, residing in 349 households, were assigned to the study. 
The two study years together produced a total eligible sample of 
907 youths, approximately nine in ten of whom were black and 
not from Spanish-speaking backgrounds; the remainder were 
from Spanish-speaking families. Their age. sex. and ethnic dis- 
tributions are presented in Table B-l (eligible sample). 

Also shown in Table B-l are these same distributions for 
the sample with whom interviews were completed and the 
sample that was examined at Harlem Hospital, in addition to 
being interviewed. The high degree of correspondence in the dis- 
tributions for all three groups — eligible, interviewed and ex- 
amined — indicates the extent to which the completed samples 
are representative of the initial listed (eligible) sample.^ 

In each study year, personal interviews were completed 
with 83 per cent of the listed sample, providing a total of 752 ob- 
tained interviews. Among black adolescents aged 12-15 years 
who were not from Spanish-speaking families.* interview 
completion was 85 per cent in the first study year and 84 per 
cent in the second year. The total interview completion among 
12-15 year old black youth was 84 per cent, with no difference in 
the completion rate of boys and girls. Among 16 and 17 year 
olds, who were interviewed only in the second year of the study, 
interview completion amounted to 78 per cent among boys and 
84 per cent among girls. These completion rates are presented in 
Table B-2. 

Interview completion rates were examined for differences 
with regard to a number of background variables. As to mother's 
educational attainment, there was a tendency for better comple- 
tion among adolescents whose mothers had not completed high 
school than among those whose mothers had more education. 
This was particularly true among adolescent girls: 87 per cent 
who had mothers with less than a complete high school educa- 
tion were interviewed, compared to 75 per cent of girls with 
mothers who had more education. Among boys the rates were 86 
per cent and 80 per cent, respectively. Girls whose families were 
on welfare tended to show a higher interview completion rate 
than girls from families not receiving welfare assistance (90% 
and 79%. respectively). The difference among boys, though in 
the same direction, was small (87% and 82%. respectively). 
Girls with southern-born mothers were more likely to complete 
the interview than those whose mothers were born in New York 



City (87% and 76%. respectively). Again, the difference in in- 
terview completion rates among boys was in the same direction 
but only amounted to five per cent, a difference easily attrib- 
utable to random sampling fluctuation. 

Thus, although some demographic differences in interview 
completion appeared, they were neither consistent across sex 
groups nor were they large. Given the high interview completion 
rate that was achieved, no identifiable bias appears to have been 
introduced by any one of these variables. 

The rate of interview completion during the two study 
years. 83 per cent, was high for a community in a central city. 
The 17 per cent who were not interviewed were accounted for as 
follows: refusal. 7 per cent; moved and not located. 4 per cent; 
out of area. 5 per cent; never at home after five or more at- 
tempts. I per cent. 

Considerable time, effort and resources were spent in 
locating and completing as many cases as possible. This can be 
seen most clearly, perhaps, in Table B-3. which indicates the 
number of personal contacts interviewers made in order to 
complete the interviews assigned to them. 

Table B-3 — Numbtr of Contacts Required to Complete 
Interview 





(709y 


ONE 


22% 


TWO 


21 


THREE 


21 


FOUR 


10 


FIVE 


9 


SIX or more 


17 



* Based on complete interviews only. Some of this information was missing 
and 43 of the 752 interviewed cases could not be used in this tabulation. 



Appendix C: Notes about Statistical Inference 

Notes about Statistical Inference 

Since this study is based on a sample of adolescents, the 
data are subject to sampling variability. Differences between fig- 
ures (percentages usually, but also means or any other measure) 
from two groups in the sample may or mav not represent actual 
differences between the groups in the full population. Estimates 
of sampling variability with which to judge the statistical relia- 
bility of percentages are presented in Table C-1. These are the 
percentage differences needed to be confident that the observed 
difference is statistically reliable^ that a difference this large 
would occur by chance in no more than 5 samples out of 100. 



Table B-2 



SAMPLE SIZE 
(Black Youth Only) 

12-15 years 16-17 years 

AH Boys Girts Boys Girls 



Number listed 645 352 293 67 88 

Number inte.-viewed 542 297 245 52 74 

With exam 421 226 195 30 46 

Without exam 121 71 50 22 28 

SAMPLE COMPLETION 

Proportion interviewed 84% 84% 84% 78% 84% 

With exam 65% 64% 67% 45% 52% 

Without exam 19 20 17 33 32 
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The first column of percentages in the table represents the 
amount by which the two groups must difTer when their percent- 
ages arc at the approximate 50 per cent level in order for the dif- 
ferences to be considered statistically significant (with 95% con- 
fidence). The second column of percentages is the same measure 
for values at the approximate 20 (or 80) per cent level. For ex- 
ample, if the value shown in the table for the 50 per cent level 
for two groups is 10 per cent and the two groups have sample 
values of 48 per cent and 54 per cent for the same characteristic, 
the difference (6%) is not significant; if the sample values are 44 
and 58 per cent, the difference (14%) is a significant or.e. 

These values were computed from the standard formula 
for simple random sampling: 

S,E. = 




where S.E. stands for standard error of the percentage difference 
between group 1 and group 2, P| is the percentage with the char- 
acteristics in group 1, Qi = 100-Pi, and Ni is the base on which 
Pi is calculated. The table values are twice the standard errors of 
the difference. 

It should be understood that the sample in this study was 
not a simple random sample, but a systematic probability one. 
Depending on the particular variable in question and on the un- 
derlying distribution of this variable in the population, there 
may or may not be a reduction in the standard error by using a 
systematic sample. Usually for studies of this nature, wc can ex- 
pect some modest improvement (reduction) in the standard 
errors with a systematic sample. However, because two or more 
adolescents often came from the same household, there is a clus- 
tering effect due to the intra-class correlation between the 
members of the same household. The size of the intra-class cor- 
relation, of course, depends on the characteristic in question: in 
virtually all real cases, it serves to increase the standard error of a 
single percentage; however, it may reduce the standard error for 
differences between two groups if the adolescents from multiple 
adolescent households tend to split into the two groups rather 
than fall jointly into one group or another. 

Table C*1 — Estimates of Sample Variability 



When ptrctntaget art at level: 



/nferv/ewed (Black Sample only) 


50% 


80% 


Boys vs. girls 


±9 


±7 


(12-15 years) 






Soys vs. girls 


18 


14 


(16-17) 






Boys:12-15 vs. 16-17 


15 


12 


Girls: 12-15 vs. 16-17 


13 


11 


Examined (Black Sample only) 






Boys vs. girls 


10 


8 


(12-15 years) 






Boys vs. girls 


23 


19 


(16-17) 






Boys: 12-15 vs. 16-17 


19 


16 


Girls: 12-15 vs. 16-17 


16 


13 



The proportions of 12-15 year old black youths with 
varying numbers of siblings in the interviewed sample are shown 
in Table C-2. 

Appendix D: Percentaee Equhrarients ef Propertiens 
Percentage Equivalents of Proportions 

1 in 3 approximately 33% 
1 in 4 approximately 25 
1 in 5 approximately 20 
1in6 approximately 17 
1in7 approximately 14 
1 in8 approximately 12 
1 in 10 approximately 10 
1 in 12 approximately 8 
1 in 1 4 approximately 7 
1 in 20 approximately 5 

Appendix E 

Following is the schedule of questions especially prepared 
for use in the home interviews with adolescents; 



fln^in^ out skowt fom'i p«o^U*«4mm they f««l 9*>4 MK«t tNy 4o. CvtrytMnf r«g 
t«V It CO*#l«tttv C0Afl4€fltl«l •nly pMfU wOfkIn) OA thlt 9r«j«Ct wIM »«« 
' MMt yOil t«v. So t«ll M« •vtrythinf yow c«n AWwt t^««« tMnf«— •M If 

tNr«*t •nythin) yow 4o«i*t wM«r«t»n4, ^IvM* tall •m th«t« tM. 

: Wt*r« only t«Uffl| to yownf ftof I* ktMttn 12 mni |7« to 9l«««« t«t m «*M «ur« 
firtt tK«t I h«v« rowr cerrtct ao*: 



Mom el4 mrt rOv <mi yowr |««t birthday? 





NOAttt 



•ir HMC THAN Otic noimi icrom ijtn tinTNMV o* ir Mtc than onc noktn 

*rrC» llTH IIK^HMV, TCIWIMTC ItTTUVICV. 

2. TK«t« 4uf$t arc you «0ln9 to tcKool AtU worliU|« loohlAf for worti* Jwtt fo\n% 
to tcKeel. or **^^tf (00 Mgl UAO AttSWIIkS. CIHCLC SH.) 

Coins tetcKoel (only).«. t 

WorhU9 (only) (^Sft A)...^ }• 

Colnf to tcKoel tni werklnf 3 

Coln9 to tctioel «nd looking for werh *• 

Storini ot homa (only). ..(AM A) S* 

OtKtr (tfCCtfY) it* 

{hit >) 

•IF wpT IW iCmOL: 
A: M*< U It you'ro not In tchool? 



UKjt k\f4 of Xheol 4o you «o to nm7 (4U yo«i «o to U«tt) (UAO AMSWlKS AM 




Table C*2 — Siblings in Interviewed Sample 



Two study years 
combined 



First 
veer 



Second 
year 



(No. families) 


(404) 


(194) 


(210) 


One youngster in study 


71% 


71% 


71% 


Two youngsters in study 


24 


25 


23 


Three youngsters in study 


5 


4 


5 



i 
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•if wtCw SCwOOt. A. «««t ar* («tr«) r*r1 i^t c*wr«t arc 

(MM CATtCOtlCt tr KCIStMV AM ClftCU 21.) 

Ttc»»»» I c« I J f > 

fa««r«l ...........) 

Colt*9* pr^Wfy, ac^^coU. ..... ............. 

f ccaMtrclal $ 

TrMt. ««c«tl«Ml. or iMwttrtal art* i 

othar (tneirr) 7 

U. Is (mm) tha tthmi yov 9* ta (wtM to latt) a tw^Hc tcheal. • ^racMal icftcwi. 
a frivatt »c*to«l (Mt a ^arocMal •c^•o!' or i^tl 

rwtlic .-.I » 

HrMhlat 2 

frlvatt. Mt yaracMal ) 

otMr (tncirr) „.k 

S. Miaf U (mm) tha AaMi (rtMi^tr) an« aMrtat t^a tchaal v«« 9a tal 
(««MC to latcl) 



w>at art «ana af tM t^if^ft ««« ^ ar« fM4 f«r ravt li«alt^? 
( XOtC ' at^^r tMAft v«« ^ tKat arc fm4 far v«wf ^«alt^1) 



AM 4c v«w «o •fivt'kinf t^at 1% «wt fM4 f^r ywr Malt^f (MMt tUtT) 
(Ttll aMwt it.) 



IS. M«M aft»n 49 v«w tMnk •»«wt v«wr MaltK— af ttn. iaMttl<m. ar 4« y«w 
Karaiy ««cr tMn% a»awt v«wr MaltM 

Of ta«. . . . . . . . . |a 

S«i«ti«c« ^..t* 

Hardly «v«r tr M»««r, ) 

A. air •*9niW' OH •noXTIWK" ! «e xMHk a»a«t1 



4. U tchMl. MMt fra^ at* yn in n«Ml (If NOT IN SCMOOi: Wtat Xh% tatt 
|ra^ ca«9iata41) 

(10 (SI MAO A«WCM. CIKCU 2$. CON IN flMT COiVNN) 

7. Nftr mttth •c^o•linf ar •4w<atia«t m^t4 to Kavtl (feaUra v«w fta^l) 

{DC BSI MAO AlftMCtt. CIRCU 2$. IN tCCONO COIUMM) 

^ «7 09 

Cra4a lA A** Woyltf T>ilMi 

<La»t canaltttO Ukm will — t 

Sth fra^ ar lats ..0I...> ...>... .01 01 

ith fra^a...* ..02 02 .....02 

Uh $r%49 '....0J.....> ...OJ OJ 

•t»i fra^ .Ok. ... , , . '....Ok.., 04 

fth fra^. itlfh %thml trw%hmft...'..OS.,'..' ...05 0$ 

lOtit fra^. itifh ftcHaal »eaMMra...0( 04 Oi 

Ittlt fra^. tilfh tctta^l Jwnrar.......07 07 07 

l2tN fra4a. Itlfh tUtaal tanlar Ol Ol Ot 

SaM catlaft ...09 .>,..09 .....09 

Cai^lata 2*ytar caltafa If ...10 to 

Cai^lttt k-y—r col lata..'. ..M... ....II II 

fira4w«tt ichael or Mora ..12..-.:. >.I2 .^..U 

othar (sncirr) ij..,. ..ij is 



2U24 



14. t«Nt af tM t(«a. it y9mr Malth wry faa 


4. i» It #rattv faa4. K 


It fair. 


Of U It pmr mmx af tKa tinal 








Vary 9aa4.... 






rrattT 9aa4. ...... 


2 




fair 


......J* 




PMr....: 


.:. .V» 


air -fAir* ON «-fOOr': Wiat 49 V*. MM1I 


0*»r 4a v*tf thlAk It i« 


-faif«r>W"1) 



•a tMAh yaw ara MaltMaf tKan fl«at ht4t yawr •ft. wat aa ^aatt^>¥ at 
■aat #f xhm, •r 4a v«w tM)»k tKat v««r haaltte It lw»t aWwt tM tawa aa 
a«tt ht4a yavr af»1 



NaaltMar xfm •t^ar• ...1 

UK aa itaaltKy aa •ttaara.. 2 
Atowt tlia •mm...'.. 



Aka«it *«H tall ara v^l (ftOIC TO ICAUtT lim) 



J709 



i 



er|c 



.rtwH vo« to h»v« (MflU to Q.> *i«Wf»)> (DO IJOt 

«t»& A«WfH$. ClftClC Ait THAT ftlSfO<«0(«T «firtlO«A.) 

To 9«t • t<x^. 9^ >*V^9 )Ob 

M»td 't to cwtt'fy for t^r work or iot I wtAt . . 7 

t M«At to be cdw<*ttd ptrtoA .) 

t w«nt Of n«rd to t* i*lf 'iwpporttnf ioo^ .... k 

I M.ll n«cd. to iw9POft faASty S 

f*rc««t(») »«T I »^o«jtd... 4 

Ktd.o. TV »«v» t i*>o«>ld 7 

To itay o«it of dr*ft 8 

Othar (JHCirv) ^ 



yo«i*v« told M* So* *vch tcMioiinf yov'd I'fc* to h«v«. Now, ptcatc tcH 
ho* yov think you wm 9«t1 ClftCU ONC COOC IN lAST COlUNN Of 

A«weR SOI. 7) 



ir Aifiwfft oirrcACWT from q. 7- 



Why d« yOv think yOg n*y AOt ftX 
throw^h (Q, ? ANSWtOl 



Thlnklltf back. abOwt h»« <Mny dlffcrtnt tChOoU h«v« >Ou fOM to ilACt V<H# 
«t*rtc4 tha firtt ffa^al (HtOIC' Ho* ttaMAt«r> ichoeli? Hom aany 
twAior hl|h tchooli. atd) 



tl Mo* 4q yow feat •bout th« *arkt you ftt (fOt) Ia t<hooU*ara thay at hlf^ 
at yeu*a Ilka thaa to b«. or houK yew Ilka to ka ftttinf (to hava fOtttA) 
h||har aarktl 



Aa hiffi at Ilka.... 
Would Ilka hlfhar., 



...I 
.....2* 



M\at haa** (ka»t yoti frw. ^attiitf hiahar aarktl (00 NOT UAO AlSWCftS. 
CINCll Aa TNAT ACSKHftCNT NCimoifi.) 



I 4on*x tnr. Mork. ttwdy aAaw#t. I fool arouAd ..... I 

S«M of tha mork It too hard— l«o U4 Ia tOM tw4Jactt....W>...2 

Othor kl44 ara aolty. tothar or dittroct aa .x...v . . . . ) 

I aa alaoAt o toe. oitt tita Mork. ... .4 

Othar (sfccirr) ..$ 



12. Nm tat't talk akowt tioolth. No* Mould yow daacriko a haalthy partoal 
(MOOC: Miat tt a tiaoltity »af««A Itkal) 



70.29 



And ^o* do yOw ftti cbovt Aov t«ll vOw C't* Oo yOw f*«l yOw crt 
tf*0 CAtCCOAIfS ANO CUCll 0«<. 

MwCh too tcM ...I 

A litti* too tall 7 

Abowt rifht ) 

A littU too thort k 

MwCh too thort ) 

Aftd AbOwt ho* <H»Ch do you -tlfht MOM TO t<AJt{ST fOUNO, 

Vr^m did yOw M|«h yowrttif iMtf (00 MOT MAO AlfiWflti. CIRCll OK.) 

Vtthin »Mt tMO d«y« 1 

Thrtt dtyt WO to t Mook tfo 7 

Mora th«A I M«ak, to i MO«th afo I 

Nora th«A I MOAth. to ( nontht afo. . .; k 

Mora th«A 4 MOAth« tfo S 

And ho* Ao yOw fc«l cbout yOur M«<fht? Oo yOw fttI yOw trt' 
MAO CATUOAKS ANO (ItCH OX. 

V*ry ov«rM«Sfht I 

Sttfhtly ovcrvtlfht 7 

About the rifht M«lfht ) 

Stifhtly uAd«n>aifht. . ..k 
Vary wAdarwaifht S 

|a tha iMt toAth (of tchool). ho* AAAy d*yt Mart 
yo« tbitAt or tt^t how» bacaw*t yOu Mtrt tick * 

dtyt t.Ck 

And tA th« Mtt tchool y««r« tbout how ««fty dOyt 

of tchool did you lot* btcautt vo« xtrt tlckt 

dtyt tick 

a) Oott yowr httlth lUlt the mount of Ytt I 

t»— you totAd tt tchool atch dayt No 7 

b) Ooat yowr haalth cut do*n on tha klwdt 

of thlAft you coA do ot tchoott (Ilka Yat I 

cIlAblAf ttairt. toklAf fy«) No J 

c) Oacauta of your haalth. do you fo to Vat. S»acial School ... I 
* t»acial tchooti No. Sftclal Schaet..:.,.. I* 

♦If NO SKCIAL SCHOOL ! 

d) Otcouta of your haalth ara you Ia a t»aclal 

claat i A tchool 1 Tat. Spaclal Clatt 2 

SKCIFY 

Ho S»actal Ctatt 

or School 3 



<4.l.9 



51 

52 




A Ul of Mm I 

$«p« ih* vif« 7 

Omc* U • <*IU ) 

Hmr Ii 



TK.A^Sfif owr |»« ^1 f««r. s» m*ff liwvt t«w 



01 



w^rt is iMi' 



II* ««<*«l W VO Q. 

N«rt«« NMylul ctlnic 

9ihtt %mpif \ cllntc...(SHCIfV). 

|l«rl««i NM». •■trftf^ty fMkv, 

Otittr MM*. MfftACy rM*.(SrtCirv)..$tl«SK A 

Hci«r*« >ri««u •ffic«...(inetrr)...4« 

CitT HMllh Unwr (SKJift) 7* 

oti«*r »t«c« (smm) •« 



m 



\MXU m OK ^UM. HAtl. 

AM «• yM iKlAli •# |Kt C«rt ftl |l««rtt v«m l| 

t«c«tt««»i I 

..: I 

I 

(» 



a. ir NAVt UlUk rtACC IXAT is not nmn MCTM. ASK: A«4 U Ih«r« cfiv 9^ 

T*«..... I 

tf..,. ^ v.. I 

H. mm It* iMt tl« • 4t%^»»m% • ^iltiT (00 mx WAO 

Aitt«Ks. ciicU2i« ctciuH iNMTicirritei^iTAi cAAi.) 

OwriM M«t i* 

Ont« IM« I Ma tM» MMkft tf* }« 

$U Im» ana y*«r 

On*, IMa t«« v*«ft 

T««t l«it CS«A ihrM ytct •f*....V... M 

T^rM. ItiS iMa riw« f««ft M*.... 

f «*f« VMft Af*. I* 

m^t ^•v* tMA cr UlhH I* • 4Mi«r ..0 

fl«4» thm ♦ff in un it* f*r 

V«M t***« ti«* ^t*r ili*Af (CIICU OK) $«lf t 

NrtAi 

Sct^U SdtMl Or..) 
Otl«*r..(lfCCtn)...(t 



so. •• r*w cMr f* I* • 4*ci*r r*r • cKtckt*. «*«* iit*r* I* A«ihlA« AtccUl 
mtmf with v*wt 

T««..'...l* (ASK A) 

.t (CO TO Q. )l) 

ifJQEl' ^ W l«A ^ y*w ft c* • 

«*ci*r r*r • ctack-ti» «Ii*a iK*r* I* A*tli|Af 
•PMUI «r*«ift (00 NOt OIAO A«WC«. CIACU 

Use* lK*i» twlC« • y*«f....Tr 

T«lc* • y**r t (CO tO Q. ») 

Oac* • y«*r 

Cwry t«* y«*n .....tTT 

U«« IK*A cvvrv t«* mft.jij (AtK Q. )l) 



31. 



if 00 VtAALY CKCiaiyi W*wl4 liU t* f*l • 
Mitth c**<k*«i» cMry v««rf 



if yHO Hit 1ftA4it tMCH^P; (ACKA«A4|) 
A. II It tHM T«i 0*A*t f*l ««* •««rv yMft 



r**...l (ACKA4I) 
i*....} (ASK C) 



I. MM •«t«ii wmU t*« IIU U fill • KMllh cli«U»«»t 

<• ir muu Mw utf waoiv ianet>t?». wny A*tt 



». Owrlftf th9 Htt v««r» 4t4 tMi Mi« «m •M»i«*tlOA V*«..(ASk A.C) I 
Or • ^tSStl 1* It Ito. .(CO TO Q.n)....'t 



Hmm^ tl«**t (In t*i* pmt v**rt) 



"SSifTiJSBr 



42 



1. Til* i«*t ttM« 414 t»«* 4*Ct*r t*ll v«f to t* wiyMMr* or t* 4o 
MiytMAff (10 SH aCAO AMWUS. ClOCU AmOntlATt Jlft.) 

(CO TO ft. J J) Q 

$««t t* fMlly 0*ci*r I 

y**« $*At U «UtMtl*At lM*f lt*l ctlMiC 1 

$*At u M«*ltfe •*^rta*«t cIIaIc ) 

V**« $cM*l Ou.t«f iilM«ir fl4 m mMi t* 4to...4 
OtlMr ($»tClW ^ 



I 414 y«w (IP titer*) (4* I Of 



IM v«t« •I** U 

t** 



...I 

...I* 

...J 



*UJSki *0M tfc* 4*cior AT Mirt* 
•t uhmt tjm* MMt »>****it*<t 



ERIC 



...t 



47 



v«t iK*r* OAT I.** 4wtlA9 |K* ^1 v«*r ««)«A v*« «i*Aie4 i* *•« or i*lii 
10 • 4*cl*f M 4i4 A*|T 



Vt«...(AS« A . C)... 
«*.... .(CO TO Q. SS). 



Atowt *mi **Av iIa** OwrtAf ih* ***i 
Y«*r «i*Ml4 v*M IMI M*9*A*4T 



0. 10^1 «r*Af T 



M^V 414a* I v*w •*« (|*U I*) • 4*Clor IMaT (MOM' (« It4«r* 
•AytklAf aU* IMI (wir v«w fr«M ttviAf * 4*<l*rT) 



)S. ^1 *r* i*ii* lit* iMAfi IIM I* l*lh *««r with * 4«cl*r. If 

V*W M4 tK* CH*AC* I* «*ti him AAvlKlAf yow «*A|*4f 



H. ^1 t^lAfl 4* IIM *k*wl 4*ci*r«f 




)7. t**C thlAfl 4*A*t v«i Ilk* otowt 4*ci#r«t 



I* 0*^f >^ T*w'f »H f**l lA* M*lt> 4* yw y*<»*HT * 4*ctf rl#>t 
"llfOHf «• M* If It «tn 9* m^, •r4*\i7«*M*lir 
|ll|Jf£ •«*tA9 • 4*ct*r •*!*«« •* T*« ^tlOly c*At 



t«* 4*ct*r r||^t •M*v I 

¥*lt • «4«tl* t 

f>t% Aff *• l*Af M C*A ) 

Tt^not 



)9- *^ vov M4 vO««r c«»«iM. ««wU vow 
r*|Kfr * 4o<lor ia * clUic or {a 
• •'•«*l* offU*l 



ASftCVfAYOK: A. MKyf 



$l*ri 

Ofc ei 



lA * ( I Un. . ..... I 

|A * »rl««i* offU*.,V.:....) 
OoA'i <*r* , ) 



M. y***t 4o voM «•« •« «Mt of tK* kitftii K»*ii»t or <w4lc»l #ro»i««( f*r 

(4<>#U tlU y««*rt*lf arSvAtf }4r«} (m$t. zxttt t*t:tt 

or Mc4lc«l *ro*l*«« <r*wA4 l«*r*t) 



41. Ia tc^l. 4* y*« •wtr Mw* irowkl* ••«lAf 
lU kl*<kko*r4t 



•ir "Vlt" ! A. 



t**.....,. .....I* 

NO.. (CO TO ft. V2)...-..2 

MwA 4o yow Mm iMt irouOUf (ftOM- I4t*r* 4* yM Ail 
•**H yow Mw* trewkU •««lAff) 

I. r*r •taut lt*i l*Af Mw* y*w M4 tMt ir*wkl*t (00 MOT 
•CAOA«WCtf. CltCUjii) 

U*t iMa *■• v*«r. I 

Oa* yMr« l*«i lk*« Cm* y*«rt...........t 

T«* y**r«« !*«• tk*A titr** y*«r«..... .-..} 

Tkr** y*«rt« l*«f CM« fiv* y««r« h 

flw* or mr» y**rt -♦...$ 

•^♦t kttm: «*< iur* ..4 

0* ymt «**r •y*f l«**«* «f c*AC4<t l*«i**t t**..-.. 



.1 (AS«A.f) 
.1 (CO TO ft. M) 

if A. t^fclcfc 4* y*w M**rt MMf «t«**«* *Aly } 

W**r c*<it*«t t*A*** m\f ) 

tf**r Wtfc it***«* •«4 Urn— 4 

<!«**** » Out I— < tliM 0 

I. Af* y*M OMi H I** t* «MMr tlMM All *# tlk* tia* t *•.!« 
•4M tut tiMt 

All Klw tiM I (MKC) 

s*M •# tiw tiM t (MR ca) 

C. ytK Mtwslly «*4r tiw* •tl •# V** I 

tk* tiM (tMt vM*f4 »mm»4 t4)T «• 1 

f*r tMlaf *t * llit«M* I 

r*r rM4l4io 2 

r^r IV } 

t«Mtlll*9 (tUCtfV) k 



I) 

14 



It titer* •«^t^:(tf wfm§ m\xtt r*«r %y^% {wpt «Mt it c«fmt«« H 

Vt« I («t««) 

i 

If 



Mn. If — y (MIS mr mm cuftscs) m« *<m« m^-hf^i 

(MO M^vc fftMUn SlliiC). MR: 
N** U It tMt 4»^*t **t«r tlMMtT 



ym tmt Mi« VMT •vM cta«tN41 (M Ml MM Mft«t«. CIKU 
1M f|K 1WT AfVitCS.) 



U»« tllM •At «*Mtll Af* I 

9m «aMt», !«•• iHm ti« «w«M tf* t 

tU ••AtKi, t««» iHm 9m y—r tf* | 

•nt, tm tK*A M* YMr« Af* 4 

TW» •< Mf* yMr« 

."tr 



<M It t. M> 



A. 4\4 ymi }mi m^m ymr 9ym 



m«*«« tffiM (tptctrv Kuv) t* 

fH^rtm HiMlMt CllnU t 

tT i if i ii?^'**^ (MutcCtifcirv «tiv).i* 

l« MMfc»f .(tfCCin WJlf «• 



14. •««• ««t«tl««i« «»Mt i««r tMtft. All m •n. «9«u m tcr 
t««t*t AT* U —tellw «^ltl««». mg4 ««Mltl««». f«lr «iii«ttl««». 



|BC«lt«*t h 

%m0 ) 



M»» Ak^t T««' tw^Y «lMt4 tay tM«T In ♦ac^tt^M «»<t«ltl««. —4 
MMItl««. #£lr c^MltlM. — »r c*«t«ltl««»T 

Cac«lt««t..^ ii 

(m4«« •••••••••••••) 

f#t^* •••••••••••••• S 

Amt f 

f» t»i*t« My If tlM« MMllv f» t« f • ««itUtT f£_^2fC- V^W^Y 

• 

r««. »rlv«t« •fflM I* 

TM, City llMlth tmtf f 

««Mt«t citnic f 

VM. • iMflttt clinic %• 

M tdlMl.... $ 

v«c, mmxmt »tM« ($fC<lfV) i« 



UC« tMn atMli 9$t .Tr 

tta atMte, tM« tMn «w ymr •#»....} 

int, tM« iMa I«» YMf* •«§ 4 

rm f m€»ymn ^ 



WMii «U iMt f» t« • 4MtUtl (M9rMA*M<«m. CtKUBI.) 

(«•« A t •) 



A. «M tUM i«M • tliitl* vUlt 
•r MTt • MTlM 9f vtttttT 



(••I 




tlnfU vltit 



of ••At'OA4l trowit** <io,._ > (CO 10 Q. 

If H*vt XtyX-S C» CwQIIOMl UCuHi : 

*. <*'*t .» tK* tro«kl«} 

t. Ou«ft .t <nt«rfer« «.it*> *o«(f (icKoel) -offct if "TtS" : WowU yow 
ft«V • fr««t 4««t Af fto>>«««>**«t} 

lio. «o««A'| U|«rf«r« -..i 

V«», Ut«rf«r«t grMi <«*l...:. . ..J 

»«». if>t«rf*r«t tOM«MH«t ..) 

C. for AtOwt (Vi»> loAf Mv« yOw K»« 

|rov%l«} (00 NOT ftlAO Aifil/CftS. CItCU SSL-) 

Iftt 0A« y««r ...I 

0*^ V**'. tK*« |M> v««r« ...J 

T-o ytdft. Utt tKin tHr«« v««r«..-...) 
ThfM r*«»^». !«♦• #lv» V*r%,...k 

fiv* or •^r* v««r» -..5 

5o*»'t Mot twr« 6 

0. N««« v«M t¥«r fo«« for »»#tp t*»...w..l (A$k C*C) 

♦or tKt« trowki*! «*>..:... (60 TO Q. <i6) 

C. M>«A 4i« yow Utt to for h«lp for xhl% trowbU: 

(00 MOT ac/« Aifitfc«). ciKcu ox .) 

Uftft tK«A OAt MOAttt kfo... -,-..l 

On« MOAth. I«t« th«« «U MXitIk* •9O..2 
SU •«Ath«. !•«• iMm oAt y««r «|o. 

One. I«t( iKiA IMO v««r« «^ .^..k 

Into Of wor* v««r« «fo. ..... .5 

ii»¥«f ...7 

mess «<VC» : 

r. M««r« Jt4 vow fOl (00 MOT a£AO AifilCtS. CltCU AU Tl^T AmV.) 

(wKiuycft «. sncirv «^ amo aooiuss ociom) 

frtv«i« offlc«....(SrCCtFY 

tUri^m Mo«»lt«l Clinic i 

Other Nofplui Cllnlc....($KCtrY)..)« 

Sct^l..-. 

ln.4iMplUt Mtl«ftt...(SKClfV)......S« 

Oth«r........(SKCirY ft* 



$0, to v«M «v«r fo t» « Mntlftt jwtt f«r « c*<«a*i 

»Ot*i«rlflf voy* 



I tMr* it nethtnf 
»*» ......i 



SI. n 




















M «««r K«4 v*wr tMtIk l*r«T«41 















S). «to«t ^ Aftcn ^ v*4« f» t« tit* 4«ntl»t (w«Mltv)* 
IH M|T AIM AI«M«. ClAOt 

Mtr* tM« ImIc* • v*«r | 

T«tc« • .1 

•*€« • v««r < 

Cv*rv tis ir««r«., 
tM« tMn •v*fv tM» 1 




T 




ERLCI 



M %v •ft«n mfti4 v«« ^•v* f^l«9 mith T««f tMt^ fM** 

v«i> oft«n t 

t«wtl«« : 

i«>r«lT } 



S7. ^ihm M %rMh ntr tmtM (M MT ACM 



In ito oamlnf t 

In tto tvaAlnf } 

Aft«r VMlt ) 

ft*«r..(trfClfY) h 



ir • 



«<»«r tM» mm) 

tM. «M«' n«w t 

tM. f tM* S 

M«v*f tkaa (M« A)..) 

TM I 

ft* 2 

ft«t twra..) 



I* 

ft* } 

A. mm M»T >••'♦ M*4*#» ar 9«1>H •«t} 



1. AM ««w «*ii7 Ur tli«««} Mw« MM Uft r«#lM*4T 




#1*41* 




H H H M H 



a M M M M M M 



f :::::::: :ri 

jiiiiimiib 

rnniliiiiiiyj 



niiiij 



iiiiiiiiiitj 



:s 



II 

lisliiiHiil; ii 



• ^ t t 



t :ts :.* :. ...* 

illililllilp 



i i 



i 



isti 

< • 

1: 



h 
ii 



ill 



i - 

I 

.A 

— « 9 • 

Jliii 



J 



[a 



■Ii 



it 



rot UCN cct«i;io«i akv^kio '*rfs- 

A) 



(WMfAC TCU KAVf CUCiCO CMC 1) AS« A).t)^ 
. Of Mvrn't v04« 



W»>«»» 414 yow »M < 4c<tor for 

IM mt AiCWCR CKMT M M- 'S-U. ClKClC Otf COM MON )<9 AiONCSlOC 
TNfcT C0<«ITI0N. 

Oo v«« t*U MT •e^lMIlM for T If 'MS" ; OU • 

M(tM t«il yow to t*lc ItT 

IM TMC AlAHll CNAA1 0«l M. 15*i4 CUCU M< COM flON I*) In SMtio* f. 
"MiOlClftC." 

If ^iV- cm H i n*4lclM 4e yow t<k« for . ____ » 

(MITI IM NlOtf. iMtrrifTlftC COMIITtON IT in HUMIIIJ — 
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lA %M Mit vMr. froM iMt ^<t|^*^) ro MM. 
Mm ydw fcM My t«ri«4rt MCi^c^CI //T lAjgrUiT 
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*A. 014 yew Mv« to tt<r of s<Mel (Morfc) < My or loA^r MMu4« 
of (My of tMM MCl4Mt(«P If •TtS-; MiIcK 



ASft ft-C AlOUT CAOt ACCIOCMT TN«1 aM OUT Of SCMOOl (UOM). 

WMt MM of yowr bo4y 414 you Mrtt MOU: Oi<i yow kreM tfAy tOMt ' 
MilcKt 



TM '.,,1 

*io.,, I 



0<4 yow lef« MMciO««CMt« M « r«|glt of 
My of tMs« MCi4*AtS or lAjur^MT 

O- 414 tK« rirtt. M<oa4. tl>ir4. «tc.. M<l4*«t hMM'*' 
(00 NOT AUft AlfiWCOS. ClftCU 0« fOA CACN ACCIOCNT. If SAK CAU5C 
«#ftlCS TO MOAC TNAM ONC ACCIOCNT. NOTt ClACT NUMMft AtONCSlOC COOC.) 

lA • # I ^•t.. I 

Awto Mci4Mt Will* In < Mr..'...'.;.^,-. 2 

Awto Mcl4Mt. AOt In c«r..:.....W.' ) 

r«ll or otK«r Mcl4Mt...-........'.....w..^ 

otMf (srcctrv) j 



I 



C. **»4 *4««r« 414 tM first. ««cm4. thir4. «tc.. Mcl4*At(i) KmmaT 

(00 MOT UAO A«VCia. CttCU OtC rOA f££M ACCIOCNT. If MAC IWM tM 
IM HACC. NOTt CUCT NUNlCt AtOliSlOC COK.) 

I A Kw. . . .:. . I 

At tcliool . .-. . . . . .... .2 

tn «<r ^!*yfr<MA4....'.. w ) 

I A At fMt . '. .fc 

OtMf (SKCirv) S 



IWIS 




ASK QHS. OF GIRLS ONLY IF lOY. SKIP TO Q. 67 

^ (2. Now • f«M QMStlons cbout vowr ncnstrMl periods. H«v« yow ttcrtvd atnt 

^ trwMing*'! «t«n hcving your periods? I F "yCS" ; How old w*r« yow whan 

** yOM %t«rt«dl PROIC; Wtr« you cloicr to yowr ^ch (at* r«#ort«d) 

S birthday or yowr t h (ntit y««r) olrtMty? 

§ No. n«v«r •cnttru«t«d..00 (SKIP TO Q. 6?) 

g VM (ASK QMS. 63*^).... , 

g CNTa ASC 

63. Now M«ny d«ys do yowr periods wSwally lMt7 

i , 

*»: NO. of d*yS 

i rr — 

Arc yo«r periods rt9uUr>*d3 thty com 

•t the s«M (!•• Mch MOAth? Yss, rofulor I 

^ No. not r«ful*r 2 

^ 6S. 00 your periods CMS* yov to: (CIRCU YCS OR NO FOII EACH) 

§ Vg N» 

|rf 60 to kod for • doy or «oro I T 

S b. SttiThoM kut not l« bod I 2 

^ c. 60 to sick rooa or nurso at 

S school or Mork t 2 

g d. Toko MdlclM I i 

rj fA, tfwid yov liko to tolk to • doctor okout anything ooncomlnf ye«ir asMtrMl 

U Periods} IF "TP": Wiot would yov Ilko t* talk to h\m aWwtT (M WT 

^ RIAOANSUttS. CIRCU AIL THAT APTLY.) 

Ji No. don't vant to Utk to doctpc t 

^ V«»» about aanotnial pain 2 

% Va»» Mby porlo4a ara trrofular. ] 

f Vaa. about sowtHIrt also h 

-} (SPCCtFY) 

i MA. Nava yow avar boon pratn«nt7 

il Vaa AS* A« • Md C I 

% No 0 

I IF '«rO-. ASK A. 0 Id C; 

J A. How aany t(Ma haw* yow baan prafnantT 

g 0. Ptaaaa tall m wliat kippi mt (aach tlaa you ««rc profnant)— 

p did yow five birth to a baby who lb still ttvtiif. did tha ba^ 

g dia aftar ho mm bom. wm It a •Iscarrlafo* m abortion, mr 

g ttllt blrth7 MITC IN TNC MMOCI OF IIKTIB or CACN Kl» OdJif: 

g llM ka^. ttllt llvinf 

g tt«« kaky. mm daad Z^Z 

U Htaearrlafa 

g Abortion 

Stillbirth 

C. And about how old wara yow lAon yow fot profnant (th* first ttM)T 

Cntar Af* 



16.17 
19 



20 
21 



7}. If vo«i <owld <hoos« th« doctor yow to to for an aiawination, wowld yow 
prefer a doctor wtko is a nan. or a doctor who is a wonan, or doesn't 
it ••ttart 

Han . .v<<.:.:.>:<. . .»:.>v. . I 
»*ortn. . .....v. .-.'.-.>» .>»:•.* 

Doesn't •atter..-.-.;.;.>.-...y 



71. Swppote yow had yOwr 
vounf people only, c< 
prefer a doctor who I 



22 
2) 



I yowr choice of a doctor wt»o takes care of te<^«9ers and 
, colored to one «d»o sc«s th« wttole fawiiy— *«owid yow 
» takes care of yownf people only, or one wt»o takes 
care of the «d»ole fasliy. or wouldn't that itftter very mtOil 

Doctor for young people only,..-. .,1 

Doctor for fa«i ly ..:.:.-.._.-.>;. J 

Vow I dn' t Mat ter . . .:.>x.!.-.»:.:.>> . . 1 

Here are torn* questions akowt sleeping: 

7^. At abowt *«iat tine do yow wswally go to bed on a weekday nif^t dwring the 
school year? (CIRCU CIINCA f.n. OR A.N.) 

A.N. 

P.N. 



7S. And at tdiot tl«« of day do yow usually ^et up on a weekday aoming during 
the school yearT (CIRCU CITMIt Aji, OR T.N.) 

A,H 

PM, 



74. A. Oo you sleop In a b ed roon. living 
rooa. or sona other rooaY 



0. nm «any other people slee» in 
tHat reen witti youT 



Living roon .....2 

Other ...(SPCCIFV) 1 



^People 



77. 


Are you bothered by bad dreaw or 


Often........... 


...>....! 




nii^tMaresT IF nrCS**: «3uld wou 


Sonetiacs..'.:.:. 


.V 2 




say often or sonetiaesT 


No. newer...... 


> J 


7S. 


Oo yow ewer have any trouble going 


Often.......,.:.: 






to sleep? IF •*¥(%•«: Uowld vow 


♦onetiaes...;.:.: 


2 




say often or soi«ttacs7 


Na. never . .-. .X 


.......J 



79. Oo yow ever have any trowble staying 
*Slc«p7 IF "trtS** : Uowld yow Say 
often or sowati»es7 



Of ten..... I 
Sonetiaas. ........ 2 

«r....:,.:, } 




ASK CvCRVONC: 

67. A. About how nany tineS have yow been at the clinic 
of Harlan Hospital 7 

0. About how nany tinas have you been at the 
tnergency Aoo* of Haria* Hospital! 

C. How nany tinas have yow stayed overnight or 
longer at Haria* Hospltal7 

0. fro* what yow havo saan or heard, what db yow 
think of the Naria* Hospltal>««Auld yow say It 
Is ejiceltantp good. fair , or poor ? 



And why do yow think It Is (e«eallont), (good), 
(fair), (poor) 7 (PflOtC FUUV) 



No. tiaaa 

Cxcallant t 

Cood 2 

Fair } 

h»r h 



27.2t 
2J-J0 
31-32 



M. How aany tlaas In all havo yow stayed ovornight or 

longer In gtf ho«pltal7 INCLMC STATS IN NARLCN 

NOSPITAL. (MCK RCPIV TO Q. 67C and If Q. 68 la i^. eiaai IWIS 

LfSS, PROOC FOR ACOWATC RCPlV) 

69. And now I *d Ilka to know what yow think of tlw radical sorvlco at 
bchool. First th* school doctor, would yow say th* care yow gat ftm 
i'Q^ th* school doctor Is ancallant . lood. fair, ar poor? ^ 

_Ciccalt*nt t % 

>^a ••0*d 2 

ra4r 1 

fmr h 

•an*t hMw. S 

ll*var tM*t.*.. .. .. ..ft 

fS ^ ^ »**^' hursa-wDuld you t*y th* CM>a you cat frwm 

th* school fwrsa li a«c*llawt . Mod, fair, of •mrt 

— '^'iEMottaiit I 17 

fMd 2 

|i Mtr 5 

VM H» h 

%m*x laww. S 

^■j Navar wMt. ft 

g| 71. If yow had v*«r dvle*. wMtd y«w rathar dltcvaa a ^aaitt** vm hM* 
11 oteut your haaltti with a 4ietor, Mth « iMr*a« •r with n iiri alMt 

iL3BflBLUI£!< M»l (M BC MM CATCiMIB. CIRCU «) 

O "1*^ t 

1- n f r»rwit(a) 

^KH^ •th*r...(t«cinf) J 

1l" 



60. NOW. let's talk abowt oatrng. |n general, towld yow say yow Awt't eat 
*'*owgh . that yow eat jwst abowt as ^cti as yow ne*d to. that yow aat a 
tittle too mKh. or that yow oat ^»ch to* ^ch l (ClRCU OM.) 

Not «nowgh |a 

Abowt aa nwch aa n**d 2 

A llttia CO* MtcK. ) 

Cat M«ch CO* ^ch <i 

aA. IN»y don't yow oat anawghl 

• 1. And ««wld yow s*y yowr ap^lt* IS foot I 

mL' £iil.. WS± t** *aad 7 Fair 2 

fiood ) 

To* ga*d % 

82. All In all, dwring any one d*y * 
•at aar* in snacha or «ora In — alsl 

Cat aar* In snack* { 

Cat aara In aoala 2 

Snacks aatf aoala «b*wt th* s«*a 1 

8). Ara VM* on any kind mf fpaclai dlac aaii ipa t lal thinga «*« haw* t* 
aat ar ara at|*Mi t* ••17 IF VW; NM* y** *v*r b*a* •* any 
sp*clal kind di«t7 ^ 

Vaa* tpaclat dl«t mm». t (MK A 4 0) 

Nat a*w. bwt ««*d to b* 2 MM A 4 •) 

H*v*r •n a •^•clat dt*t. } 

IF OR m tP ^iAL NIIT. AM A ^ g ; 

A. Wiat kind af dl*tY (M Hf£ RIIIO AMMDB. CINCU 1ft.) 

T* l«a* watfkt t 

•tliar ha^ttlk cMdttt«« 2 

■•th wotfNt t *tli^r ha^tth } 

0. p*t y«i •* tt7 (MWT filfilAMMm. ClftCU flf.) 

••ct*r 

2 

••tl» 4act*r oNi %%\f } 

fltar (tmify) h 



SI 




A. On M •vrft 4»t* ^ mUf. C«#« eatf— do yow irink t 

b. Cu|»» of {*• do vow drink ? 
C. CiMSM of allk do yow drink t 
d. C«M of »od« (^) do yow drink?, 
«. CiMtt* of M»C«r do yow drink?_ 

Oo you ««or hovt bttr, wint or other olcoholic drinks? 



ir vK. /ttn c jua 0 ; 

C. Wiot do yon drink? M0«: AnytMnf otM? (DO Hgl MAO AlSUCIIS. CIRCU 
ALL INAT Arav.) 

•••r •. .»....-.>.♦ . .>.. .-. I 

Wim ...v. .2 

Otiwr •icehoi...(SKCtFV).'..^ 

0. FPU tACM tlffPlfWr 0>IIK> ASK ; 

^do yow drink in • day, usually? 

Kind of drink: 



NOM hjrd ««owld row s«y it is for yow Co Chink sbowt whsc yOw «ifhC bo doinf 
Con yoars fro* now— wowld yow say ChaC ICS vorv hard for yow. Is It wyc so 
hard for yow. or Is IC i^ssitola for yow co Chirk akouC Mhat you »l9ht ka 
doina can yaars f roM now? 

— vary ha?d...........ia (a$K a) 

Hoc SO hard. ........ 2 

Impost I kl a. .>x. (ASK «) 

a ir 'vtkY HW" OA "infossnig" ! 

A. Now alKHJt f Ivo vttrt fro* now»w»wld yOw Say It's yry .^lord for yow. 
not so hord for yow, or l<ipo»»l6ta for yow to think about what yow 
«l9ht 6« doing f l ya yoars fro« now? - , , | 

Hoc So hard...-*»..2 
lapossikta..-. 3 

Of cowrsa no c^a knoM for sura, but what f do you gutss yow wilt tlva to? 

■ Yaars 

If yow had your choica. what afa would yo%. want to tlva to? V aars 



If MUNICA Of YCAIkS AJCWCMO ON Q. 98 tS SMALUIt THAN ttUMCR OF YEAItS ON Q. 97. 

You said you want to llva t o a nd think you will ilv« to . 

What do you Man? (Why Is chat?) 



Oo you avor Chink akowt dylnf? IF "TCt" ; Oo yow Chink akout It of tan? 

t 20 

Yas. oftan 2* 

Yas, fOMtlaaa }• 

*tf 'WTtM" OA 'SOWtTINiS" ; 

A. And hava you avar thoufht akout what you alfht dia fra»? Yas I** 21 

No 2 

t. What do yow think yow Mifht dIa fro*? 



Mtat do you think Is tha batt tiaa In a parson's Ufa— whan ha's a child, 
a t a a nafa r. a yown^ adult, whan h«*s alddla-afad or whan ha's old? 

Child .....I 22 

2 

Yautf adwtt } 

Widdi a atad ii 

Old 5 

Nara's a diffarant kind of ^uMtloo. Nost paopla wish that thay could ch«nt* 
tha«alvas in soiw way. Suppo:a you could change yourself In som ways. How 
Much of yourself would you went to chang e— would you want to change a loc of 
things, a few things, or would yow not want to change anything ekowt yoiirsalf? 

A tot of things... ^...3* (ASF A) 23 

A few things }a (AS^ A) 

Not anything 

A. atF "A LOT OF TMIMtt" ON '% FIW TH I Ntt" ; 

Hhat are toww of tha things akout yourself that you «uld «ont to change? 
(Anything else?) 




IS-t6 
17-19 



91. in it^ kullding i^iara you Hva. is there usually enough Yas.....>...l 76 
hot water? No...... ....2 

,7t-«0/90«. 

92. Now e different kina of auestio^. m 9«ntr*l, what sort of tine are yow Stert 
ha^*}ng these darS —npt so <ood . pretty Qood . or a nery good ti«e' Ok. OS 

Not SO good ......>. I 9 

Fretty good .•.■w..X'.'2 

Very good .3 

93' And would you Say «est of the tl«e yow feel very happi^ . pretty happy , or 
not so happT ? 

Very happy I 10 

Fretty happy..... 2 

J 

9^. to you ever torry akowt how wait you're doing in school? IF *y^ **: Mould 
you say yew warry akout that very oftan or spwati^as? 

Vary oftan 3 M 

rtlnat 2 

9S' Saaa paopta terry a tat akeat what their lives will ka tika five or tan yaars 
fra* im» mi tmm paatta dan't* Vkutd you say you worry a lot akout that, 
. that yow warry a llttta akawt St, Nf 4m't yaw mrry akawt It j|t.anT 

Marry a tot I (ASK A) 12 

Kbrry a tittia 2 (ASK A) 

•on't worry at all. .3 

tFWMV'»tfl7'0N'»LiTTLf. 

A. Mhat do yow «»rnr akavt? (FROK: And «l»y do yow worry akovt that?) 



and circle If you disaarea strongly . 
For asaNple: Spring ■■ the kast tloe of year - would you say you 
siranaly tr— with that, do you ayee . do you dlsaqrea . or do you 
Stronalv ? (fC SURC KSFONOOrT ClftCLCS THE NUNtCA THAT COA- 
WITM HIS AKMR. KCfCAT ANSVCXING INST1IUCTI0N&. UNTiL AC- 
%fm UT CAR FDLiOU TNCM FHOFCALY.) There ere no right or wrong 
. so glaaaa jwat mrk down how you really feel f^ut these 
thinga. 

Strongly 
01 sac rea Olsatree 



•) tt'a kettar to wait • while 
far a gaad thing than to taka 
nMC yaw want right NMNy, 



t) No a«ttar tmm carafut a par- 
son tt. ha c«N iNpicr 
daat of ttlnaos in Mt Ufa- 
tla« 

J) Paa»la liko doN't have • 



thotr mm fa»tf...< 

t) t iOMtlNI* «ON*t 

4artNff If NNytklAff to mnh" 

NkttO 

•) Hr $mm9p 9Md lack tt 
mrm tipir u a t than Iwrd work % 

a) WnN yoa onno rfglit 4mm ta " 
lt» tNra'o Not mtth • parson 
CAN ^ ta tmm ff«o fOttthf 
•Ick k 
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28 
29 

30 
31 

32 

33 
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mmviBffW't omnvATioNS ton o. 102 

iNTnvilMCR: HOW MUCH OlFFICUlTY OlO THE RESfONOENT SECH TO HAVE IN 

UN0EN$TMI0|N6 INSTKUCTIONS FOII THIS QUESTION? (CmClE ONE) 

CrMt difficulty I 

Vm dlffletiity 2 

Itordly My difficulty.. .3 

010 you mi to he^eat tmc instructions hone tkan once? 
If "»c" ! how mrt tines? 

old not r«pMt I 

R«fM«t«d (ENTER NUWER 
OF TINES) ( ) 

mi NMY OF THE ITEMS WERE OIPPICUIT FOR HIN TO UNOERSTANO? 

Ju«t about ail ,.l 

About half 2 

Only on* or t««> 

(WHICH) J 

Mono...... k 




^4 m 



^ 112. 




Vounf pao^la SOMtiM* wwndar about wbon thay'll aarry, Mhon thay'll Mrry— 
thinfi Ilka that. Oo you avar think about It? IF "YIS" ; Oo you think 
about that offan or aa—ttttwt 

No, novar think about lt..-.w.-.l (CO TO Q. 110) 

Va», of tan...'.- 2* 

Vat . sonatliMt . .v.x.:.:...^!.:. . J* 
»IF ««OmW" or '«S0I€TIHIS" ! ASK A-O: 

A. Hw old Mould you Ilka to b* Mhan you fat tiarrlad ? y r». 
t. \Ad at «4Mt aga would you Itka to hava your first child ? y ra. 
C. How •any chl Idran would you I ika to hava ? 
0. 6IRLS ONLY ; Do you axpact to Mofk aftar you gat narrlad: 

m..'....2 



Ara you wrkinf at any payinf Job now? 
IF W0RKIH6 HflW ; 

A. Hw aany hours a wa«k do you work? 

•. What do you do? (FROIE for Job and Induatry.) 



Va«.. 

No..: 



.'.'...2 



««-50 
SI*S2 

S3 
55-5* 



Mow a diffarant kind of quattlon. 



About how of tan do you hava a partonal problaai that 
uaiat* you— doas that happan vary of tan, doas It 
happan towattw— or ara you hardly avar upsat by a 
partonal probloM? 



Vary of tan I 

Soiaatlnafl..'...2 
Hardly avar... 3 



NOW I want to a»k you about what you want to ba. If you could ba anytMno 
you wantad, what »a>uld you nott Ilka to ba? MOIE: What kind of lob or 
caraar >culd you Ilka most to hava for your Mfa't tark? BE SURE TO PROBE 
fOR SPECIFIC WORK AWO IHOuSTRy. " 



IC*. How 900d do you think tha chances ara that youMI actually do this kind 

of i^rk— touM you say tha chancas are wary good that you'll do this work, 
that the chancos are not oood that this Is the work youM I be doing, or 
««uld you say you hava about a 50-50 chanca of getting to do this wrk? 

vary good I 

Net good .......2 

50-50 chanca..... ....3 

105. About how«any people do you know Nona . • 0 

personally Mho do that kind of One * 'VV.'l 

•••■^ ' T«o. . .' '. [ ':'.z '.2 

Three or more. . . . 3 

106. How of ten do you change your Mind about what you want to do—do you 
change your Mind about that vary often , do you change your Mind about 
that?*"'^ * while , or don/t you ever chanya your Mind about 

Change very often 3 

Change once In a whMa,.2 
Don't ever chenge I 

107. And how Mould you feel If you could not get to do <be)_ 

(JOi NtNTIONEO IN Q. 103)? Wbuld thet be a great disappointaient to 
you, «o«e dIsappolntMent, or uould you noj, ba too disaooolrttad at all? 

Great dlsappotntMnt....3 
$o«e diseppolnt«ent...,.2 
Not too disappointed 1 

IDS. If you don't gat tha kind of Mork you want Most, what pottlble reasons 
alsa?) * ««tlo« that work? (taythtng 



A, And what kind of wrk do you think you* 1 1 actual ly and up doing? 



Oo you feel you have es «any close friends as you'd Ilka to hava, or do 

you think you would Ilka to hava nora close friands? 

Have as Many as Ilka to I 

Would like to hava «ore. 2 

A. About how Many close friends do you have? 



113. Do you feel soMwhat alone or apart, even aaong friends? 



yes....:. .....I 

No.... 2 



53 
59-60 

61 



Would you say you uiually can do what you like, that sometlnes you can do 
what you Ilka, or that you alMoet never can do what you Ilka? 

Usually cin do what 1 1 ka J 
So«etl«es can do what 1 1 ke . . .-.'.,.77*1 ask A 
AlMost never can do %<hat Ilka..'. .3* | 
A. *Who or what stops you fro* doing what you'd Ilka? (00 NOT MAo ANSWERS. 
CIRCU AJi THAT ApPiy.) 



Brothe r/S { s t e r . 
Grandparent . ...x-'- • .•.>:. . 
Fr! end (s ).-.:.:.:.:.:.... 
Teacher (s) .> . . .m... 



X. I Parent (s) .» . . 5 

:..2 Other relative.. (SPECIFY) 

...3 ;.,.6 

. . * Self .-. ... 7 
Other . . (S PEC I FY) . . .8 



63-65 



Here are a few things that young people sometimes ar^ concerned about. 
Please tell me. for each of them, if you are more likely to follow the 
ideas of your friends ebout that thing or if you are more likely to folloM 
your parents' ideas about that thing. 

First-»hc». you Spend money—would you be more likely to follow your frie«d»' 
ideas about that or to foII»« your parents' Ideas about that? REAO ITE« a-h. 



Follow 
Friends 



Follow 
Parents 



Decide 
Myself 



Follow 
Someone Else** 



a) How you spend money..... ......... 1 

b) H»t y«u dress . .-. . . . . . I 

c) Yoyr haircut or hair style..-....-.. . I 

d) The tine you cone home at night.... I 
a) When to go to the doctor 

f) Which doctor or where you see the 
doctor. . . 

g) The kind of work you'll go lnto.'...l 

h) H»t hard you Study for school., J 



*SPECIFY PERSON 



Would you say that you spend most cf your spare time alone, most of It with 
oeoole In vour family and ralatTvas. most of It with 1 or 2 friands, orwt 
of youi spare time in a oroup of i friends or more ? 



T£? 

S pand mos t a I one . 

Spend with fa«l ly 

Spend with I or 2 friends.'.-..' 
Spend with 3 or More friands. 



2 

.......3 

I* 
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117. About ho* many times a month do you do these things? 
REAO a) - g) and CIRCLE QBl CWE FOR EACH 



a) Co to tha movlaa.. , 

b) Co to a sports ausnt..-..., 

c) Co to a library , 

d) Co to a coMMunlty cantar., 



f) Co to a park., 

g) Co dancing..., 





i I 


1 


h 


5 OR MORE 


. 0 


1 2 


-L- 


k 


5 


. 0 


1 2 


3 


r 


5 






-L_ 




5 




-M- 


- } 






. 9 


1 2 


-L_ 


X" 




■ 0 


} 2 


-JU 


r~ 


5 


. 0 


1 2 


-J 


k 


5 



Start Dk 06 



9 
10 
11 
12 
13 
111 
15 



118. Ara the ra any magaxlnas that you read 
Just about avary Issue of? 

ir "Yff"i W'lch magazinas do you raad? 



Vas. 

No.. 



119. During tha past amth, haw you raad any book 
not retired for ftcheel? 

»IP "flS"; Mtat booha hava you raad? 



Vat., 
No..< 



fir'i^iTiF«iir^nff«iii 



• I* 

.2 



About hOM Mny hour% » 4«v, wSu«lly, do you MtUh TV? 



121. And about how msny Kours • day. usu«iiy. do you listen to tht r«dio7 

hrt. 



122. Old you 90 out of town at all last tummtr? 



A. NoM long Mtr« you away? 

(CNTCII NUNIM AND CHCCK QAVS M WCEXS) 



123. How often do your parent (s) punish you-' 
often , towetliwes or atwost nevr ? 



Often..- 
SotnetiMcS..-.., 
Alinott never., 



1 

.....2 



i2ii Hare's a different kind of question. Hom InporUnt Is religion In your 
llfa**ls It very Itiiportant . fairly linportant . a little Important , or 
*#ould you say religion is not iiwpcrtant In your 11 fa 7 ( CIKCf.E OWl .) 

Ve ry I tnpo r ta nt . . . .»:.:.:-'. 1 
Fa i r I y I Mpor t ant . .'.>:.>:. . 2 
A little i«portant.^.'..:..3 
Not I mpor tant . .:..<•>.• • 



I2S. Do you belong to any club or organisation or group that 
holds neatlngsT IF "VtS" ; Which ones? 



1^6. In this Interview we've talked about a lot of different health natters. 
Ara there any things you'd Ilka to have aorc IntorMtlon about? 



Vt....l.-..i.-...l (ASK A) 

No -.y-..2 



Ok 06 

le 



Ves .:.:.:.>:.:.'. 1 (ASK A) 20 
•to. .:.:.-.:.>:. '2 

Oays ( ) 
UcekS ( ) 21 '22 



(iNTCftVICWER'S OlSCftVATIONS) 
(To be filled in after leaving respondent) 



Respondent's sax: 



Nal a. 1 

F«Mla..-....2 



If "riS" ; A. What thing*? (Anything else?) 



2. ftaspondant's racial -athnlc Puerto 111 can. White i 

grOMp: (ClftaC ONC). Othar Spanish. White.... 2 

^larto ft I can. Slack 3 

Othar Spanish. Hack....!* 

•lack V...S 

Uhtta i 

Othar (SPECIFY) 
^7 

3. CrooMlng Unusually clean. %«all-grooRwd. neatly dressed.... 1 

Average 2 

Untidy, not clean 3 

*I Spaclfically. hoM would you rata Good Fair Poor 
the respondent with regard to: 

Cowplaxlon, skin 

condl tlon* I 2 J 

Teath . . I 2 1 

Hal r .J 2 3 

•u i 1 d ..: I i i 

«Absance of acna Eyas J 2 3 

end pimples 

5. During the Interviat did respondent; Yes No 

Stutter or show speech defect. I 2 

Have difficulty hearing...-.... ! 2 

Have nervous tic or twitch... . 1 2 

6. Canarally. did you have any difficulty In Yes.... I* 
undarstendlng this respondent's replies? No 2 

What was tha difficulty? 



Now. for statistical purposes only, i need to know your Social Security 
m*ber. If you have one. 

No S ocl e I Secur I ty No ....... . .:.:.>:.'. .0 



Enter Social Security Nq_ 



7. Generally, what was your iapresslon 
of this respondent's Intel 1 Igenca? 

awhat aakas you think 10? 



( cooperative was tha respondent? 

«Vhy do you think ha was (vary 
cooporatlva) (fairly cooperative) 
(uncooperative)? 



Above everega. ...I* 

Average 2* 

Slow ........J* 



Very cooperative. ...I 
Fairly eooperetlve..2 

Not cooperetlva 3 

Hostile -....li 



'»3 



That's j»|i tNe questions I have. As part of this project, we're inviting the 
youn^ i>roPlewe have interviewed to conw for a free medical exaMinetion. 

The next e km •nations w.ll be given on _ 



Cay and Date 



Can you comcT 
Yes , 



IF "YES" 



1) FILL IN OAH t TIME ON KEMIN0€K 

2) KEAO KEMINOCK FOftH TO KESPONOCNT 

3) GIVE KEMINOCK FOKM TO KESPONOENT 



IF "NO ; When could you cone? 
IF *HEFUSAL' 



Oay and Oate 



Why won't you come? (KECOKD VCKMTIM. MOK f<fk 
ALL POSSIBLE KEAS0>6 ANO COWITIONS UNOC^ WHICH 
WOULD COHC.) (AFTEK IHTEKVIEU FILL OUT "NO 
APPOINTHENT FOK EXAM" FOM AND XETUKN IT TO THE 
OFFICE IMCOIATELV.) 



IF "Y^S" : Whet time do you get hom from school? 

IF MKiVE MO>C AFTEK 3-30 ; What tine do you get out of school ?_ 



~rhank you very much for ell your help. Please 
tell me t4iat you thought of these questions I've 
asked you. (PftOK F0« WHAT PAHTICUlARLY LIKED 
OK DID Ufil LIKE, ANO AHV QUESTIONS WOULD MTHtK 

JjOT tV^VE KEN ASKED.) 



TIIC INTCKVIEW COHPUTEO'. 
OATE. 



:ifrtKvi£WEK*s Ktmi 

(Fill In l«Mad lately efter leaving respondent) 

PLEASE OESCKIIE ANTTHINC DIAT UU SPECIAL AMUT THIS MSPONOCNT Oft THIS INTCKVIEW 
SITUATION. 



Old respondent want to taralnata Interview before 
It wes finished? 



*At what point(«) and ♦^y? 



.1* 

.2 



27-29 



Interviewer's Signature 



9, Old respondent have trouble understanding any particular question? 

IF "YES" ; Which quaatlons? Yes.:.:......; 



ID. Did respondent have trouble answering 
any particular question? 



IF "YES" ! Which questions? 



II. Old any <iuestlons embarrasa respondent? 
IF **YES" ; Which quaatlons? 



12. Are there any questions which you do not 
think the respondent answered honestly? 



IF "YES" ! Which questions? 



Yes.'.x...:.: .1 



Yes .>:..... ,.-.1 
No...^...-.;..2 



Yes.. I 
No. >..0 



13. 


Generelly, do you think these responses 








were honest and truthful? 


No..'.-....-.:. 


..2 






Not sure..:. 


...3 




Was Interview conducted In; 


English..:.:...-.:.'.'.-.'.:. 


•i-l 














Other (SPECIFY) 


3 



15. Who else wes present during tha Interview? (KCCOftO KELATIONSHIP TO 
RESPONDENT AND HOW MUCH OF THE TIME PERSON WAS THCKE.) 



All the time Some A Little 
, . . . . .J 2 3_ , 



JL. 



16. Did child have any physical defect or body deformity? Yes I 

NO..W.-.......2 

IF "YES" ! Describe 



Ok 06 



51 

S2 
S) 
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Notes to Chapters 



Chapter I 

No references. 

Chapter II 

1. Evidence of such needs is provided by a report on a health 
screening during 1968-69 of youngsters in the I.S. 201 
complex, an intermediate school serving Harlem and East 
Harlem. According to this leport. "a problem of major signifi- 
cance to a large number of young people in the community is 
not reading, but serious deficiencies in vision and hearing, 
deficiencies which make learning even more difficult than it 
normally is." And further. "Of the 840 young people examined 
in one school. 239 had physical problems. ..Only 50 of this 
total of 239 had previously been identified by the routine 
screening procedures. Still fewer had ever been seen by follow- 
up clinics or been fitted with the proper prosthesis.** (Wilson. 
1970. p. 216) 

Chapter III 

I. Systematic analysis of the interrelationships among the three 
dimensions is now underway. 

2.5elected findings from the medical examination of adolescents 
have already been made part of the final report of the Harlem 
Alliance for Comprehensive Health Planning to the New 
York City Mayor's Task Force on Comprehensive Health 
Planning, which was submitted on September 30. 1971. 

3. Interviewers were recruited through employment and social 
service agencies, civic groups, churches, and housing projects, 
as well as from other survey research organizations. Special 
efforts were directed at recruiting inside the Harlem commu- 
nity. 

4. Read according to standards of Greulich and Pyle (1959). 

5. Dr. Naomi Richman. medical consultant to the project at the 
time, was respoasibic for developing the examination protocol 
and training a special staff at Harlem Hospital. An instruction 
manual was prepared and is available upon request, along 
with the medical protocol. 

6. All procedures in this study, interview and examination, were 
reviewed and approved by a faculty committee of the 
Columbia (Jniversity College of Physicians and Surgeons to 
insure that adequate safeguards were included for protecting 
the rights of human subjects and that appropriate steps were 
taken to secure informed parental consent where respondents 
were minors. 

7. Some of the HES procedures were experimental, served dif- 
ferent object ives« and seemed unsuitable for adolescents in 
Harlem. In Harlem certain procedures were added which were 
considered particularly important for screening this popula- 
tion, e.g.. the Tine tuberculin test and blood analysis for 
sickling. 

8. In all. 596 school records were abstracted at 92 different 
schools in New York City. (The most important reason for 
noncompletion. accounting for about 75 per cent of the in- 
completed cases, was failure to locate the records at desig- 
nated schools.) No school refused to cooperate; essential to ob- 
taining this cooperation was the signed parental consent for 
exchange of school information. In one case, obtaining coop- 
eration from an experimental, community-controlled school 
required an hour's appearance before a regularly scheduled 
meeting of the community board for that school. 

9. According to the 1970 Census figures for Central Harlem, 
there is almost perfect parity between 12-15 year old boys and 
girls and between the 12-13 and 14-15 year old groups. There 
is thus a small variation between the sample listed from the 
Community Survey and the current parameters of the uni- 
verse. 



Chapter IV 

I. Additional analyses that bear on this question are currently 
underway, e.g.. whether those who failed to appear for ex- 
amination presented more or fewer health problems, than 
those who were examined. 

Chapter V 

1. In this and the chapters that follow, only selected data have 
been presented in tabular form. A complete set of data tables 
is available upon request. Estimates of sampling error have 
been prepared and appear in APPENDIX C. the narrative 
description of the findings. APPENDIX D lists their percent- 
age equivalents. 

2. It is important to remember that findings from the medical ex- 
amination do not represent the identical population as the in- 
terviewed but only four-fifths of them. 

3. Because this was a diagnostic examination designed primarily 
to serve as a basis for referrals to further care, no reliability 
checks were made on physician's diagnoses, such as separate 
examinations of the same youngsters by two different 
physicians. Variability among doctors was observed, for ex- 
ample, in the average number of medical problems noted. 

4. Acne was graded from A Manuai of Dermatoioev by Donald 
M. Pillsbury(1942). 

5. It is important to recall the distinctions between the way the 
data in Harlem were collected and the methods of the national 
health survey. These are self-reported estimates; the latter 
were reported by an adult for the child. 

6. To be sure, an unweighted count of the number of health 
problems considered significant by examining physicians must 
be regarded as an approximate index of health, since not all of 
the observed conditions are equally serious. 

7. Some of the sex differences in number of conditions are likely 
to be a result of inter-physician variability. In the first study 
year, one male physician examined two-thirds of the boys and 
he noted substantially fewer medically significant problems 
than two other physicians did with the young men they exam- 
ined (two-thirds fewer). In the second study year boys were 
more evenly distributed among the physicians; this time this 
same physician noted only slightly fewer conditions than the 
other two physicians averaged together. The number of signif- 
icant medical conditions noted in the second study year has 
the following distribution: 





Boys 


Girls 




(119) 


(92) 


12-13 years 


1.07 


1.02 


14-15 years 


1.36 


1.40 


16-17 years 


1.57 


1.78 



Chapter VI 

1. The overall proportion of 36 per cent included four per cent 
who reported that their glasses were lost. 

2. Among those whose menstrual periods had begun; 17 per cent 
of the 12-15 year old girls reported no menstrual cycle. 

Chapter VII 

I. This may be compared with findings from a survey of atti- 
tudes regarding drug abuse in New York State, which was 
conducted in 1968 with a sample of New York State residents 
13 years of age or older for the state's Narcotic Addiction 
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Control Commission. According to that survey, drug use was 
perceived as the second ranking neighborhood problem by 
Negroes of all ages in New York City (it was mentioned by 59 
per cent — second only to burglary); among respondents 13 to 
16 years of age in New York City — white and Negroes com- 
bined — 56 per cent perceived drug use as a major neigh- 
borhood problem (for this age group it took priority over 
other problems). Drug use was mentioned as a neighborhood 
problem almost three times as often by Negroes as by whites 
(Glaser and Snow. 1969). 

2. According to information obtained from school records, one 
respondent, a 15 year old girl, died from an overdose of heroin 
in 1969. 

3. The question was not asked directly, because that might have 
elicited a socially desirable reply. Instead, youngsters were 
asked their usual bedtime and rising time on weekdays, and 
the number of hours elapsed was computed from these reports. 

Chapter VIII 

1. These findings may well reflect conditions pertaining in 
Harlem during and prior to the period of the study (1968-70); 
it is possible that recent developments in the delivery of health 
care— e.g.. the opening of a new Harlem Hospital building 
and other innovations— may change the patterns of utilization 
reported here. 

2. Aside from other differences, the Harlem data are self- 
reported, that from NHS reported for the youngster by an 
adult member of the household. 

3. Youngsters were not asked if they wanted to consult 
physicians about these problems, only if they had coasulted 
them. Therefore, these are not a fully appropriate (i.e.. valid) 
indicator of unmet needs for medical care. 

Chapter IX 

1. This may be utated more succinctly: U = .'(av. at) where U 
represents utilization, av represents availability and at repre- 
sents attitude. Utilization is expressed as a function (f) of 
availability of medical services and attitudes relating to them. 
Each of these components in turn might be specified further. 
This formulation is proposed as a means of clarifying issues; 
no attempt has been made to quantify it. 

2. Adolescents' ratings of Harlem Hospital was almost identical 
to the ratings given in 1967-68 and 1968-69 by adults in the 
community household sample survey from which this sample 
was drawn. 

3. There was a suggestive age difference on this question: among 
the older teenagers, the 16-17 year olds, more of both sexes 
staled a preference for a physician for young people: 49 per 
cent of the girls and 35 per cent of the boys. 

4. With age. girls' preference for a nurse declined and for a 
physician increased. 

5. The examination lasted 2-3 hours and was staffed by three 
physicians, three nurses, a radiologist, a dentist and a dental 
assistant, an X-ray technician, two laboratory technicians, 
three nurses' aides, a medical consultant and an administrative 
coordinator. Each session was organized to handle an average 
of twelve young people, with the flow of youngsters moving 
from one procedure to another supervised by a nurse and a 
physician coordinator so that waiting time at any point in the 
examination was held to a minimum. 

6. At the conclusion of the second study year the examining staff 
also completed self-administered questionnaires which sought 
their reactions to the experience of examining adolescents and 
their recommendations for future adolescent services. The 
same types of behavior mentioned favorably by the examinees 
were recommended by the examining staff as important at- 
tributes of medical personnel who treat adolescents. 

7. Staff reactions also suggested that the blood test should be 
explained ahead of time, especially its significance for iden- 
tifying sickle cell anemia, the importance of which the com- 
munity has become aware. The staff made recommendations 



about advance preparation or orientation of the youths before 
the examination and greater emphasis during the examination 
on health education which could follow naturally from the ad- 
olescents' interest in their physical well-being. 

Chapter X 

1. This assumes, of course, that the care being rendered was ade- 
quate. This relationship can be expressed by the formulation: 
Nc = Ppr • where Nc represents need for care. Pp^ . the 
prevalence of health problems and U» utilization. The compo- 
nents of utilization were discussed in the preceding chapter; as 
noted there, such formulations as this are intended to clarify 
issues and no attempt has been made yet to quantify them 
from the data. 

2. The relevant ratios are .09 to .76 among all 12-15 year olds. 
.08 to .69 for boys and .1 1 to .85 for girls. 

Chapter XI 

1. Consistent with the idea of selection bias were findings that, 
on interview. 16-17 year olds were more likely than younger 
adolescents to consider themselves healthier than their peers. 
On the other hand, they did report more health problems than 
their younger counterparts. Also, since participation in exami- 
nation was lower among older boys than girls, one might ex- 
pect the older boys who came to the examination to present 
more medical problems than the girls. But the reverse was ac- 
tually true. Unless the medical disadvantage of older girls rela- 
tive to boys is even greater than what was observed here, this 
would be a counter-indication of selection bias. 

2. This was recorded on a separate page which was removed 
before the record was put into the hospital files. 

3. The less satisfactory arrangements that older boys had for 
their medical care may be reflected in their better than 
average performance in keeping the referral appointments rec- 
ommended for them at the medical examination: 62 per cent 
of the 16-17 year old boys kept their follow-up appointments 
at Harlem Hospital compared to 42 per cent of the younger 
boys. There was no comparable increase among the older 
girls. 

Chapter XII 

1. Since this seemed a high frequency of unsatisfactory ratings, a 
check was made to see whether these findings could be 
resulting from dentists' "bias." i.e.. a tendency for one dentist 
generally to judge the condition of the teeth more critically 
than another might. The ratings from the two study years, 
with different dentists conducting examinations, were com- 
pared. Although ratings in the second year were poorer than 
in the first, in both years ratings of "fair" and "poor" outnum- 
bered "excellent" and "good"; also, proportionately more boys 
received "fair" and "poor" ratings than girls in each of the 
study years. Thus, the high frequency of unsatisfactory dental 
ratings did not appear to be simply an artifact of the examina- 
tion procedure (Table XII-l). 

2. Among 6-1 1 year old children nationwide, a similar disadvan- 
tage was observed for Negro boys relative to Negro girls in the 
number of DMF (decayed, missing or filled) among perma- 
nent teeth; this runs counter to the difference for white 
children (National Center for Health Statistics, 1971b). 

3. Harlem Hospital does not provide regular dental services; 
only oral surgery is available. Thus the higher use of private 
dentists is undoubtedly due to the nonavailability of dental 
services from other sources, such as clinics. 

4. This hypothesis will be tested by comparing the interview 
reports of utilization behavior in the examined and non-ex- 
amined samples. 

Chapter XIII 

1. At the time the project began, there was no other place in 
Harlem where the examinations could have been done. But 
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recent innovations in the organization of community health 
services outside of hospitals may present attractive alternative 
arrangements for such examinations— in Harlem and else- 
where as well. 

2. The medical stafT, in turn, reported that they had gained new 
awareness of the responsiveness of young people to medical 
care. 

Appendix B 

1. Conducted for three years (1967-70) by the Harlem Hospital 
Center Department of Patient Care and Program Evaluation, 
headed by Professor Jack EHnson. The Community Health 
Survey is directed by Ms. Patricia Collette. 

2. Households in the first monthly subsample were used for pre- 
testing the procedures in the adolescent health study; thus, the 
first year of the adolescent study included monthly subsamples 
2-13, the second year monthly subsamples 14-25. 

3. The original sample listing for this project was done by hand 
directly from the files of the larger Harlem survey. As a safe- 
guard against error in listing, when sample data from the 
larger survey became available on machine printouts, the 
handlisting was checked against the processed data; any cases 
which fell within the appropriate birthdates and had been 
missed earlier were then added to the lists. A small number of 
youngsters (25) were subsequently dropped from the sample 
because their ages were found to be beyond the limits set for 
this study. 

4. The community survey had a completion rate of interviewing 
in occupied housing units in Central Harlem of 75 per cent 
during the first year (1967-68) and 70 per cent during the sec- 



ond year (1968-69). These completions provided the universe 
from which the sample for the adolescent project was drawn. 
Whether the households which were missed in the larger com- 
munity survey might have presented more adolescent health 
problems than the successfully contacted households is coi\jec- 
turai* There is reason to believe that there were relatively 
fewer adolescents in the missed households because failure to 
complete an interview in that survey was more likely to be due 
to finding no one at home after numerous visits rather than to 
refusal. It seems likely for at least two reasons that the overall 
participation rate in the larger community survey did not af- 
fect proportionately the listing for the adolescent sample. Ad- 
olescents usually live in larger households, where there is a 
greater probability of finding someone home. Additionally, 
comparing the sex and marital status characteristics in the in- 
terviewed sample, there are indications that the larger sample 
may underrepresent men not living with their spouses. This is 
similar to the Census experience, which is that black men 
under age 35 are more likely to be undercounted than anyone 
else. For these reasons the rate of completion in the communi- 
ty survey can be assumed to be greater in households with ad- 
olescents than in some others. 
5. Analysis has concentrated on this part of the sample because 
they are represented in sufficient numbers to draw reliable in- 
ferences. (See Appendix C for discussion of confidence limits.) 
The number of Spanish background youth was too small for 
separate analysis; the totals including these youth do not 
change much from those presented for black youth only. The 
16-17 year old youths, included in only the second study year, 
are analyzed separately in Chapter XI for what they suggest 
about age trends in adolescence. 
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